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Editoria 





A TRIBUTE 


olson, M.D., was relinquishing his post as Editor-in-Chief for 
private reasons. He first joined the Board in May 1944 and 
became the Editor-in-Chief in October 1954. 


During the past six years, he has worked indefatigably toward 
his goal of making our JOURNAL second to none in its class. 
He spent countless hours conferring with the executive staff, 
with the printers and at national meetings devoted to editorial 
problems. He has been a Director of the State Medical Journal 
Advertising Bureau, Inc. 


Fn) 
G 
1S Tue EDITORIAL BOARD regretted to learn that Ben H. Nich- 
BIC 
RAL 
ING 
Til 


Rid The Editorial Board, no rubber stamp individuals, cannot re- 
= call ever vetoing any proposal he has brought before it for the 
betterment of this magazine. 


The increased size of the JOURNAL, more than doubled since 
1954, its bright covers, the improved format and sharpened 
typography, the Medical Center section—all are due to Doctor 
Nicholson’s efforts. 


All of this work was done in addition to handling his pediatric 
practice, serving as First Vice-President of Blue Cross and meet- 
ing his obligations as clinical Professor of Pediatrics at the med- 
ical school. 





Doctor Ben Nicholson can surely look at the current volumes 
of the JOURNAL of the Oklahoma State Medical Association and 
consider them as sp!endid memorials to his personal effort. The 
Editorial Board can only look at them as a challenge to try to 
meet. 


The members, the Executive Staff and the Editorial Board all 
join in saying, “Well done, good and faithful servant.” 
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Inaugural Address 
Walter E. Brown, M.D., May 3, 1960 


My respects to all the honored guests, 
the newly elected officers, you doctors and 
your wives, and all other guests. I also pay 
homage to Mrs. Brown and to our five chil- 
dren: Walter, Patricia, Phillip, Phyllis and 
Betty Lou and their aunt, my sister, Mrs. 
George Harrington of Tulsa. 

This past year as president-elect has been 
really most enjoyable. I hate to give up the 
privilege of criticism that I have enjoyed. 
As you know, from now on the responsibili- 
ties will be mine and I will simply have to 
put up or shut up when the action is not 
favorable. 

My efforts have been to serve you well 
thus far, although I will be the first to ad- 
mit that they have sometimes been a little 
less than spectacular. Last October here in 
Oklahoma City, for instance, I attended the 
banquet of the Oklahoma Clinical Society 
as an honored guest and sat at the head 
table with 32 men—I was the only one not 
wearing a Tux. Two weeks later in Tulsa 
at the banquet for the Oklahoma Hospital 
Association, at the head table with Senator 
Kerr and other dignitaries I managed to be 
the only one who was wearing a Tux. 

It has been interesting traveling around 
the State, renewing acquaintances and mak- 
ing new ones, and I am looking forward 
to getting around to more places this coming 
year. I have been to County Society meet- 
ings up at Vinita, over in Enid, and last 
week Mrs. Brown and I were guests at the 
Custer County Meeting out in Clinton. The 
job has required some travel out of State— 
a meeting of the A.M.A. Legislative Council 
in St. Louis last fall, one hurry up trip to 
Washington last month, etc. But it has been 
encouraging, wherever I have been the doc- 
tors and the great majority of the people 
seem to be optimistic about our profession 
and our nation’s future. 

In other State Societies an incoming presi- 
dent usually has the texts of remarks made 
by his predecessors which have been duly 
printed in the State Journal. We have never 
done this in Oklahoma, and I presume that 
some of you are beginning to understand 
why at this stage in my talk. However, it 
has been my privilege to know several of 
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our past presidents personally and to a/- 
mire their administrations. If I could bri: ¢ 
to this office the equanimity of Bruce Hi \- 
son, we would be most fortunate. I wish [ 
could offer the oratory of John McDone d 
ee rons the genial and gentlemanly man: -r 


of R. Q. Goodwin..... the rugged in 
vidualism of Red McClure..... the fig :- 
ing heart of Jack Burton..... the exe: 1- 


tive skill of Clyde Mohler..... the dign ‘y 
of Alfred Baker. But you can’t get all thi se 
qualities in one man, and I don’t supp: se 
it would solve all our problems if you coud 
Our picture is constantly changing, this is 
not news, it has been changing through ihe 
years. In this century, as Ben Nicholson 
points out:in his thought-provoking editorial 
in the Journal this month, it started chang- 
ing abruptly with the Flexner report in 
1910; World War I brought new concepts 
to the profession; the New Deal changed 
our plans; the depression years; World War 
II; the readjustment in the postwar years, 
and in our most recent years, the heavy 
hand of organized labor and the Federal 
Government. We have been subjected to a 
subtle change through the last twenty years 
by the growing domain of prepaid medical 
care. It is obvious that the practice of medi- 
cine will continue to undergo changes, 
changes in type of practice, in the scientific 
tools and medications that we use in the 
profession and even in our actual working 
hours. It looks like the only thing we can 
do is keep electing guys like Baker, Gallaher 
or me to take time off a year at a time and 
try to keep a hand in the administrative 
aspects of medicine. We must have a worth- 
while goal to strive for, even if it is altered 
a little bit from year to year. We must be- 
lieve that our efforts are to be ultimately re- 
warding to mankind. Tennyson expressed 
this over a century ago in this quatrain from 
the magnificent poem, Locksley Hall: 
“Yet I doubt not through the ages, one increasing 
purpose runs, 
And the thoughts of men are widened with the 
process of the sons. 
Knowledge comes, but wisdom lingers, and I linger 
on the shore, 
And the individual withers, and the world is more 
and more.” 
Yes, gentlemen, in our profession of medi- 


cine, we must doubt not through the decades, 
one increasing purpose runs. 
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T1e Health Needs of the Aged 


Recently, I asked one of my patients, a 
r in past 70 and a person of better than 
a erage mind a question; it was about a 
s oject of topical interest—the welfare of 
t >» aged in our population. The particular 
q estion I asked was “what in your opinion 
a 2 the health needs of an older person?” 
7 is has been a most difficult question for 
rn > to answer in my own mind and it is one 
t it can hardly be generalized about, for 
e zh health situation in the older person is 
a individual affair which varies from one 
t the other. It must be appraised and 
e aluated not only as it pertains to the par- 
t. ular organic ailment from which the per- 
s 2 suffers, but proper medical treatment 
i contingent on other factors as well: the 
i Jividual’s environmental, economic and 
« en psychologic background must be con- 
slered. A disability in one older person 
nay present a critical health problem, the 
sime ailment in another maybe of no medi- 
( consequence, demanding nothing but 
palliative treatment. For illustration, the 
individual past 70 with disability from a hip 
fracture that keeps him semi-bedfast may be 
able to get along fairly well if he has 
financial resources to employ nurses and 
aides to help him care for his basic physical 
needs. However, if he must live alone and 
depend upon himself for his physical re- 
quirements, medical care which may be of 
highly specialized nature will be urgently 
indicated just for the sake of making him 
physically mobile. This does not mean that 
one should medically neglect the older per- 
son merely because he is aged, but only that 
each must be individually selected for the 
type of treatment needed or required. Phy- 
sicians often lose sight of this fact and ad- 
vise treatment merely because a patient suf- 
fers from an ailment or disability. They do 
not take into consideration that old people 
should have most of the say as to whether 
or how they should be treated. It seems to 
me that the older they are the more say 
they should have. 


But back to the question I asked—my pa- 
tient hesitated in thought for a moment and 
finally said: “Doctor, I do not know wheth- 
er I am right or not, but at the present I 
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feel that when I consult a physician as re- 
gards any ailment or disability which after 
his examination proves to be of serious im- 
portance, the first consideration I request is 
that what he advises I should do in a medical 
or surgical way should not be based pri- 
marily upon whether what is done will pro- 
long my life. I realize that I have been for- 
tunate to enjoy a span of life this long and 
although I would relish a bit more living, 
yet, on the other hand I do not want to live 
merely for the sake of existence. Certainly, 
if simple surgical and medical procedures 
are available to prolong my life, this much 
I would expect of him. But on the other 
hand, if what he advises requires extensive 
hospitalization and. radical surgical meas- 
ures that may leave me physically deformed 
or even invalided, or what is almost as im- 
portant may pauperize my family because 
of the expense, better even if it requires a 
bit of dissimulation on his part, that he tell 
me that he can do little in a medical way. 
I feel that in my particular instance of cir- 
cumstances this is a falsification on his part 
which is morally justified. 


“Doctor, I have so little time left on this 
earth that I feel it should not be wasted 
lying in the hospital just to salvage a few 
more problematical years of life. Extra- 
ordinary medical measures to accomplish 
this end seem to me unreasonable and at 
least a bigger price than I want to pay. 
Maybe I can sum up in two principles what 
I expect from my doctor—first I want to 
be free as much and as long as possible 
from pain; and second I want to be kept 
ambulatory and in a state of mental inde- 
pendence as long as possible. If this can be 
accomplished with relatively simple medical 
and surgical procedures, all well and good. 
But if it requires extraordinary means, bet- 
ter my physician prescribes palliative treat- 
ment and permit me to die in peace. 


“May I explain what I mean by physical 
independence. It is not an athletic type of 
mobility that I seek, but only that sufficient 
to enable me to care for my own basic phy- 
sical needs without more than token help 
from others; to be able to dress myself; to 
serve myself at the time; to tend to my toilet 
affairs; to be able to move from bed to chair; 
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and possibly walk into the open and enjoy 
the sounds and sights of nature around me. 
And then I may add I want him to main- 
tain for me enough mental ability to give 
me an understanding of my environment, 
to know the familiar things of my life and 
to be able to know and communicate with 
the people with whom I have been intimately 
involved through all these years. I want to 
keep myself a meaningful part of this 
world.” 


He stopped and then in afterthought add- 
ed, “I do not want you to make of me a vege- 
table, a sack of potatoes to be stored in the 
backroom and when decayed will be thrown 
out. Before that occurs, I pray you, leave 
me die without interference from your pro- 
fession. Don’t for the sake of a few more 
years make of my life a torment or my body 
a burden to be imposed upon my loved ones, 
those individuals whose love has made me 
the kind of person that I am.” 


I thought much of what he said, for it 
seemed a good answer to a difficult ques- 
tion, a problem which seems to resist almost 
all scientific study for a solution. I believe 
that what he said is an opinion held by 
most people in their advanced years of life, 
an opinion maybe not too well expressed but 
nevertheless felt. I wager that if you ask 
the majority of elder people the same ques- 
tion you will hear about the same answer. 
As I have said it is not a question for a 
sociologist to answer, it is only one which 
each individual can answer for himself, and 
that answer will depend upon the circum- 
stances of his own life. 


The health needs of the young are easier 
to assess from a sociologic standpoint. All 
that is necessary is tabulate the number of 
remedial disorders, ailments and disabilities 
which occur in a certain group of individ- 
uals of certain age and then measure the 
treatment accordingly. In the young two 
factors are important which do not prevail 
in the aged—the prolongation of life and 
the productivity of life. That is why any 
treatment given to the young, no matter its 
magnitude, is justified. The young person 
who suffers from a hernia or a crippled leg 
must be given treatment if not to prolong 
his life at least to rehabilitate him to a state 


410 








of productivity. But in the older pers 
these factors are not of primary importan > 
when treatment is considered. Often c 1 
people with relatively serious health pro - 
lems live much longer than most people re: - 
ize, longer sometimes as their life expe 
ancy, even without treatment. 


May I cite personal experience in the m« 
ical treatment of the older individual th 
illustrates this principle. It has to do wi 
the problem of prostatic cancer. Prosta‘.c 
cancer is common in the elderly and alwas 
the question of radical surgery presen s. 
We know that in cases of prostatic canc 
palliative treatment may give as much 
ten years of comfortable life. We know al:o 
that radical prostatic surgery will occasici- 
ally give cure from cancer but more often 
leaves the patient somewhat disabled. in 
planning any treatment for these individ- 
uals we follow the principle that when a 
patient’s life expectancy appears to be long- 
er than 10 years radical surgery must be 
considered. If, however, life expectancy is 
less than 10 years palliative therapy alone 
is advised. 


> 


77) 


Is it possible to anticipate what future 
facilities will be required to take care of the 
increasingly number of aged in our popu- 
lation? It is obvious that more hospital beds 
will be needed in the future, for as there 
will be more people the number of old peo- 
ple will increase accordingly. But in my 
opinion the need is far less urgent for this 
class of patients than most hospital admin- 
istrators think; that the kind of beds most 
needed will be found in those hospitals which 
have to do with the management of the or- 
dinary disabilities and ailments of life and 
which require only relatively simple medi- 
cal and surgical procedures, these could be 
described as general practice hospitals. 
These hospitals will require good and ade- 
quate nursing care but certainly not special- 
ized nursing care, nurses aides, practical 
nurses and such like. There will be rela- 
tively little need for personnel experienced 
with the heart-lung machine. 


I believe at the present that most of our 
metropolitan areas are fairly well supplie: 


with specialty bed hospitals enough to take 
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- re of the present load of the sick elderly their own home if good nursing service is 




































: i) our population. However, in certain areas available. The visiting nurse system could 

l © medical practice—surgery of the eye, relieve the load placed upon our specialty 
e nito-urinary diseases, dental diseases, or- hospitals even at the present time if we 
t' »pedic and neurosurgery, a few more beds would develop it toward its utmost possibili- 
n .y be required but the need will not be ties. 


¢ tically urgent. In afterthought I think there is one ex- 


F ' think that in anticipation of further fa- ception where a deficit in the health needs 
c ities to improve the care of the aged in for the aged exists, and it is in the field of 
© * communities we should endeavor to em- mental health. Mental health problems pro- 
; asize for them a non-hospitalizing type duce most of the unhappy life situations in 
; © care, a general practice type of hospital the aged; many of these individuals are 
a I described or best in their own home. emotionally mal-adjusted and if better 

, d it is in this latter wherein I think the trained personnel in this field of medical 
\ ,iting nurse plays a most important part. practice were available to them much more 
ist old people can be better cared for from could be done for these unhappy individuals 


« medical standpoint within the bounds of than is accomplished today.—D.W.B. 


Fitts fo he Editor ee ee 


| Physicians Urged to Support State Question 390 
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July 5 is the day when Oklahoma voters will be given the opportunity to act on a constitutional amendment. 


State Question 390 would give the taxpayers in each county of the state a chance to take a good long look 

their public health needs and pay for the services to meet these needs—at the local county level, if they so 
desire. This provision for local financing is in keeping with the philosophy of government subscribed to by most 
physicians and others believing in the free enterprise economic system. It provides for the financing and con- 
sequent control of health services at the local level. This is in contrast to the ‘‘handout’’ paternalistic system of 
the Federal government meeting real or fancied needs as promulgated and pressured by special groups. 


State Question 390, appearing in the third position on the July 5 ballot, will read: 





‘Shall a constitutional amendment, amending Article 10, Oklahoma Constitution, by adding thereto Section 
9A, to authorize an additional county ad valorem tax levy, not exceeding two and one-half mills on the 
dollar of assessed valuation, when approved by a vote of the people, for a department of health, providing 
such department of health may be maintained with other counties, cities, towns or school districts or any 
combination thereof, and providing other levies and use of other funds for same purpose shall not be 
prohibited, be approved by the people?’ 


A YES vote on Question 390 does not mean that a citizen is voting himself another tax levy. It simply means 
that taxpayers of each county are given the privilege of studying their health problems and assessing themselves 
any amount up to 2% mills—to be used for public health purposes. Without this amendment the Oklahoma Con- 
stitution does not allow the taxpayer a direct voice in the monies expended for public health purposes. 


Health Department services, such as control of communicable diseases, laboratory testing, mass screening 
surveys, food and drug control and general sanitation inspection are available in only 48 Oklahoma counties. 


In the 29 counties without a health department, none of these services are availble. 


Care of the sick in the home by public health nurses, under the supervision of the patient’s own physician, 
is not even being offered in most counties with a health department—because of inadequate funds. 


The nine-member Oklahoma State Board of Health, five members of which are by state statute M.D.’s, has 
unanimously endorsed this amendment. The Muskogee County Medical Society has unanimously endorsed State 
Question 390. 


This writer recommends that each county medical society endorse State QUESTION 390. 


BERT T. BRUNDAGE, M.D. 
Chairman, Council on Public Health, OSMA 
Vice-President, State Board of Health 
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cientific y Icles 


Prognosis of 


Renal 


Cell 


Carcinoma 


A Clinical Study of 52 Patients* 


Wuat IS the outlook for patients with 
cancer of the kidney following nephrectomy ? 
Is their prognosis improved with postop- 
erative x-ray therapy? How long do pa- 
tients wait before consulting a physician 
for treatment after signs and symptoms of 
renal cancer develop? 


These are some of the questions we en- 
deavored to answer by followup examina- 
tion on a selected group of 52 patients who 
had had nephrectomy for renal cancer four 
years before this study. The records were 
gathered from the four major hospitals 
within the metropolitan district of Oklahoma 
City. None of the patients showed recorded 
evidence of peripheral metastasis of their 
malignancy. 


The types of tumors were: 
Renal cell carcinoma (hyperne- 
phroma) 36 
Wilms’ tumor 


Transitional cell carcinoma 
Squamous cell carcinoma of the 
renal pelvis 3 
Hematuria was seen most often, however, 
pain, weight loss and a palpable mass in the 
*This paper was presented at the Annual Meeting of the 


South Central Section of the American Urological Association, 
Inc., Denver, Colorado, September 28-30, 1959. 
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DONALD W. BRANHAM, M.D. 
WILLARD SMITH, M.D. 


Since graduating from the University of Okla- 
homa School of Medicine in 1925, Donald W. 
Branham, M.D., has been certified by the Ameri- 
can Board of Urology. In addition to his private 
practice, Doctor Branham is a Professor in the 
Department of Urology at the University of 
Oklahoma Medical Center. 


Doctor Branham is a member of the Ameri- 
can Urological Society, South Central Section, 
and holds a fellowship in the American Medical 
Writer’s Association. 


At the time this paper was written; Willard 
Smith, M.D., was taking a residency at the Uni- 
versity of Oklahoma Medical Center. He is now 
a Lt. Col. with the U.S.A.F Hospital in Anchor- 
age, Alaska. 


side was also seen commonly. All the chil- 
dren with Wilms’ tumor had a palpable ab- 
dominal mass but none of the children had 
had hematuria. The three patients afflict- 
ed with squamous cell carcinoma of the rena! 
pelvis had complicating calculi in the affect- 
ed kidney. 


Only a few of the 52 patients had been 
seen by a physician soon after they de- 
veloped signs and symptoms which suggest- 
ed the presence of cancer. A few delayed 
even months before seeking medical atten 
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n. Two patients procrastinated more than 
months before obtaining medical care. 


The majority of the patients, with the ex- 
stion of Wilms’ tumor group, were be- 
een 40 and 60 years of age; however, 
re were two individuals with renal cell 
‘cinoma who were 26 and 28 years of age. 
e seven children with Wilms’ tumor, six 
le and one female, were all under five 
irs of age. 


[he over-all prognosis for cancer of the 
ney, aS shown in their series, did not 
m to be favorable. Only 21 of the 52 
tients were alive at the time of this study 
t patients with hypernephroma seemed to 
ve a better prognosis than those with 
ier types or renal cancer. Seventeen of 
» 36 patients with hypernephroma were 
\| alive at the end of four years, a survival 
e of 47 per cent. Two of the five patients 
th transitional cell carcinoma and two of 
» seven with Wilms’ tumor had survived 
re than four years. However, all the pa- 
nts with squamous cell carcinoma of the 
nal pelvis died soon after nephrectomy had 
been performed, a mortality rate of 100 per 
ent. 


What effect had x-ray therapy on the 
iver-all prognosis of this group of renal 
cancer patients? The majority did not re- 
ceive radiation therapy; however, all the 
patients with Wilms’ tumor were treated 
with radiation. Of the 16 patients with renal 
cell carcinoma who had received x-ray ther- 
apy after operation only five had survived 
more than four years. However, of the 32 
untreated patients 14 were still alive at the 
time of this investigation. 


Comment 


This report compares somewhat with 
previous and similar clinical studies on renal 
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cell carcinoma, particularly in showing that 
although cancer of the kidney has a rela- 
tively unfavorable outlook so far as eventual 
cure is concerned a sizable number of these 
patients manage to live symptom free for a 
relatively long period following nephrec- 
tomy. 


Undoubtedly, the unfavorable prognosis 
observed in renal malignancy is due partly 
to the fact that its signs are not recognized 
soon enough. The survival rate in this se- 
ries probably could have been improved if 
more of the patients had sought medical at- 
tention earlier. For example, the signifi- 
cance of urinary bleeding should be re-em- 
phasized to both patient and doctor. Because 
it is the most frequent sign for cancer of 
the kidney, the presence of blood in the urine 
should never be dismissed as of no signifi- 
cance. 


This study also suggested that there may 
be some relation between squamous cell car- 
cinoma of the renal pelvis and stone disease; 
long standing renal calculi may in a few in- 
stances aggravate or even initiate the neo- 
plastic process. 


The prognosis of renal cancer seems di- 
rectly related to its type. The best outlook 
appears to be in patients with hyperne- 
phroma; the poorest in patients with squam- 
ous cell carcinoma of the renal pelvis. The 
prognosis for Wilms’ tumor and transitional 
cell carcinoma seems to be of less favorable 
degree than hypernephroma. 


How much value is there in x-ray ther- 
apy? It is generally agreed that x-ray 
therapy is useful in Wilms’ tumor because 
of its embryonic character. However, in our 
opinion it is questionable that radiation 
therapy contributes much to the treatment 
of other types of renal carcinoma. 

1200 N. Walker, Oklahoma City, Oklahoma 





Management of The 


Listless Patient * 


LisTLESS PATIENTS are those individ- 
uals who complain of symptoms of muscu- 
lar weakness due to loss of muscular tone, 
poor to complete loss of appetite, lassitude, 
day time drowsiness, slow speech, fatigue, 
irritability, and loss of weight. Examina- 
tion of these patients presents a conspicuous 
absence of specific physical and laboratory 
findings. A complete list of symptoms re- 
ferrable to the functional disease entity 
known as the “listless patient syndrome” is 
contained is shown in Table I. 

*Presented at the Twelfth Annual Scientific Assembly of the 


Illinois Academy of General Practice in Chicago, Illinois on 
November 10, 1959. 





SYMPTOMS 


. Muscular weakness due to loss of muscular tone. 

. Easy fatigability. 

. Patient arises in the morning as tired as when 
he retired at night. 

4. Poor to complete loss of appetite. 

. Restless sleeping accompanied by nightmarish 
dreams or absolute insomnia. 

. Daytime drowsiness. 

. Lack of nervous energy associated with nervous 
hyper-irritability. 

. Loss of weight (16-18 lbs.) 

. Indigestion accompanied by vague abdominal 
discomfort. 

. Constipation. 

. Hat band (vertex headaches). 

. Dizziness with sudden change of position. 

. Inability to concentrate and to remember re- 
cent events clearly. 

. Aching muscles especially those of the arms, 
shoulders and legs. 


PAUL E. CRAIG, M.D. 


Paul Edgar Craig, M.D., graduated from 
Northwestern University School of Medicine in 
1930. He is presently in general practice in 
Tulsa, Oklahoma. 


Doctor Craig is a member of the American 
Board of Abdominal Surgery, the American 
Academy of General Practice, the American 
Anthropological Association, a Fellow of the 
American Geriatrics Society and a Fellow of 
the American Medical Writer’s Association. 


Doctor Craig is the author of a recent book, 
“Know Your Doctor.”’ 


Upon hearing some or all of these com- 
plaints, the physician immediately concludes 
that here is a chronically ill person or a 
sympathy-seeking neurotic. A very con- 
cerned and deliberate attitude should be 
adopted in the history taking and examina- 
tion of these patients. A complete list of the 
physical findings common to the “listless 
patient syndrome” is set out in Table II. 

















TABLE I 


PHYSICAL FINDINGS 


1. Sallow, pasty skin. 

2. Sunken eyes. 

3. Hypotension with narrowing of the pulse pres- 
sure due to low systolic tension. 

. Slow, dull heart beat. The pulse is easily com- 
pressible and unstable. 





. Exaggerated patellar reflexes. 


left lower quadrant. 








TABLE II 
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. General abdominal tenderness, especially of the | 


The most frequent observations are sunk- 

eyes, a pasty skin, hypotension, and a 
w, dull heart beat. The listless patient 
ially presents a normal blood picture. 
-asionally there is a slight hypochromic 
‘mia (10-11 grams of hemoglobin) and a 
‘ically significant serum hypoproteinemia 
4.8 to 5 grams. However, the albumin 
| globulin ratio remains unchanged. The 
od glucose, N.P.N., and calcium determi- 
ions are within normal] limits and liver 
ction tests are normal. 


‘rom the past case histories of these pa- 
its and results of complete physical ex- 
inations I have categorized them into the 
owing seven groups as listed in Table III. 





\TEGORIES OF THE LISTLESS 
\TIENT 


Hidden Hunger (hypovitaminosis) 
Protein Depletion 
Aching back, muscular weakess and easy 
fatigability (osteoporosis) 
Generalized bone and joint pains—anorexia. 
(Osteolytic metastatic breast cancer) 
). Weight Retardation 
Prematurity 
Senility 


60 Males—24 Females TOTAL 84 





The idea of hormonal stimulation is not 
new. In 1889 Brown-Sequard,' a noted 
physiologist, administered testicular extracts 
to himself and felt that he acquired an in- 
crease in vigor and a greater capacity for 
work. Since then, chemists have striven to 
isolate, purify, and synthetically prepare 
tissue-building substances without andro- 
genic activity. 


At present, our listless patients are being 
treated with a tissue-building substance: 
Nandrolone Phenpropionate.* It is a new 
steroid in that a methy] group at position 19 
is absent and is esterified with the phenyl- 
porpionate radical at carbon 17. This re- 
sults in an increase of the anabolic activity 
and a lack of the characteristic androgenic 
function. The chemical name for Nandro- 
lone Phrenpropionate is 19-nor-4-andros- 
tene-17s-0l-3-one-B-phenlypropionate. Its 
structural formula and comparison with 
other androgens is listed in Table IV. 











TABLE III 


Some or all types of these listless patients 
are daily visitors to the doctor’s office. In 
fact, like the poor, they are with us always. 
Time and again, they consult us relating 
their complaints and no doubt each of us at 
some time has been haunted to the point of 
frustration by the classical medical nagger. 
There is, however, a tangible and underly- 
ing tissue deficiency common to all patients 
in this group. Their thinness, to the point 
of emaciation, is indicative of this fact, de- 
spite a history of an adequate diet and vita- 
min intake. The possibility that many of 
these patients lack the ability to utilize pro- 
tein and certain nutritional supplements 
may account for this condition. The more 
one studies this group of patients, with a 
paucity of objective physical findings, the 
more one is led to believe that there is a 
definite need of a biologic stimulant for in- 
creasing weight and energy. 
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Testosterone Propionate 


OH 
CH, \_ cH, 


Fluoxymesterone 
(Halotestin* ) 


OH 
cH, | 


Methylandrostenediol Norethandrolone 
(Stenedio!") (Nilevar*) 











TABLE IV 


Comparison of tissue building substances 
with respect to their route of administra- 
tion, dosage, and effectiveness is shown in 
Table V. 


Banghart*? reported an increase in 
strength, mobility of joints, and complete 
relief of pain in patients suffering from 
osteoporosis who were treated with Nan- 


*DURABOLIN, Organon Inc. 








Route Dose 
50 mg. 
50 mg. 
50 mg. 
10 mg. 
50 mg. 
50 mg. 
50 mg. 
25 mg. 


Androgen 
Testosterone Propionate 
Testosterone Propionate 
Crys. Testosterone 
Fluoxymesterone 
Methyltestosterone 
Methyltestosterone 
Norethandrolone 
Nandrolone Phenpropionate 





Effectiveness 
Androgenic 


100 
50 
50 


4 
COMPARISON OF TISSUE BUILDING STEROIDS? 


Relative 
Duration 
of Action 
3-4 days 
1 day 
1 day 
1 day 
1 day 
1 day 
1 day 
7-10 days 


Vehicle 

Oil 
Propylene Glycol 
Compressed Tablet 
Compressed Tablet 
Propylene Glycol 
Compressed Tablet 
Compressed Tablet 

Oil 


Anabolic 
100 
50 
50 


100 

50 
100 
200 








TABLE V 


drolone Phenpropionate. No evidence of 
virilism or fluid retention was noted in 
therapeutic doses. 


Payne' in his lecture at the Kentucky 
Academy of General Practice reported an 
increase in appetite, weight, and strength in 
his series of patients treated with Nandro- 
lone Phenpropionate. No appreciable evi- 
dence of toxicity or virilism was observed. 


Reports from other investigators* in the 
European literature have shown that Nan- 
drolone Phenpropionate produced weight 
gain through a protein sparing action which 
at times is in conjunction with calcium re- 
tention. The composite of their reports, 
from approximately 750 patients treated 
with Nandrolone Phenpropionate, indicates 
that it is a potent tissue-building substance 
with minimal undesirable reactions. 


These reports confirm my findings with 
the use of Nandrolone Phenpropionate in 
the treatment of the listless patient. 


Prior to instituting therapy, Nandrolone 
Phenpropionate was clinically tested for 
toxicity and androgenic effects. The follow- 
ing tests were employed: 


1. Effect of Lactation: Four mothers, 
postpartum four hours, were given a 
single injection of 200 milligrams of 
Nandrolone Phenpropionate. No sup- 
pression of lactation occurred immedi- 
ately or delayed. Four other mothers 
were given a single 200 milligram dose 
of Testosterone Propionate at the same 
time postpartum, and in these suppres- 


*See Bibliography 5, 6, 7, 8, 9, 11, 12, 13, 20, 21. 
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sion of lactation was complete and s: 
isfactory. 


. Effect in Advanced Cirrhosis with A 
cites: A white male 62 years of as 
having what was believed to be a term 
inal case of Laennec’s Cirrhosis, ass: 
icated with portal hypertension and a 
massive ascites, had a diagnostic con- 
firmation by needle biopsy. This pa- 
tient was given injections of 100 milli- 
grams of Nandrolone Phenpropionate 
every fourth day for a total of four 
doses, and then 50 milligrams twice a 
a week for ten weeks. Liver function 
tests at beginning of treatment showed 
definite intrahepatic obstruction. Liver 
function tests after treatment showed 
a 30 to 40 per cent return of normal 
function to the liver. The patient had 
required paracentesis once a month 
from October to January when this 
therapy was started. The next para- 
centesis was done in March 1959 (19 
liters withdrawn) and no paracentesis 
has been required since. 

Case of Biliary Cirrhosis: A 28 year 
old white female having biliary cirrho- 
sis and an icteric index of sixteen, was 
given 50 milligrams of Nandrolone 
Phenpropionate every ten days. While 
she was being so treated, the jaundice, 
clay colored stools, and bile in urine 
disappeared. The diagnosis of biliary 
cirrhosis was made by direct liver bi- 
opsy when the common duct was ex- 
plored for a possible calculus. 


3. Effect of Mammary Carcinoma: A 62 
year old white female suffering from 
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mammary carcinoma with abundant 
axillary metastasis had a left simple 
mastectomy. This was followed by a 
series of thirty-five consecutive cobalt 
radiation treatments to all quadrants 
of the left pectoral girdle. She was 
given 50 milligrams of Nandrolone 
Phenpropionate three times a week for 
two weeks and then 50 milligrams 
every ten days with complete relief 
from leg and arm pains. 


‘rom these brief studies, with larger 
es, I concluded that Nandrolone Phen- 
ypionate is not likely to suppress lactation, 
did Testosterone Propionate, and that 
er function improved even in the presence 
liver pathology. Also, remarkable relief 
m pain was obtained in patients suffer- 
‘ from mammary carcinoma, which con- 
ms the work of Von Dommelen,'’® Ger- 
indy,'*'® Den Ottolander,'*'* and Lab- 
rt,'* who reported complete relief from 
in, a pronounced protein sparing effect, 
d a reduction of excessive urinary ex- 
etion of calcium that often occurs in such 
atients. Table VI shows the comparison of 
Nandrolone Phenpropionate with Testoster- 
one Propionate on calcium excretion in Ger- 
brandy’s patients. 


With the safety of Nandrolone Phenpro- 
pionate having thus been established, it was 
administered to 84 individuals of both sexes, 
each of whom had 50 per cent or more of 
the symptom-complex referred to as the 





caleium 
9 < 50 mg 


testosterone 1 < 50 mg 


excretion 
per 24 hours 1X 3 mg 


propionate Durabolin Durabolin 


HH 


1234567 8 9 101112131415 1617 
WEEKS 











TABLE VI 
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listless patient syndrome. Approximately 
650 injections were given over a 12 month 
period in the categories as described. 


HIDDEN HUNGER (Hypovitaminosis)— 
22 patients 


This group, comprised principally of ado- 
lescent food faddists who complained of 
weakness and loss of physical stamina and 
who showed loss of weight due to malnu- 
trition and hypovitaminosis, was treated 
with Nandrolone Phenpropionate. The age 
range was 13-19 years. These young peo- 
ple subsisted chiefly on candy, hot dogs, po- 
tato chips, and soda pop between meals and 
ate only trifling amounts of their regular 
meals. We prescribed an initial dose of 25 
milligrams of Nandrolone Phenpropionate 
every 5 days for 4 doses. Then once a week 
until their weight gain reached the median 
percentile for height and age. The average 
weight gain for these patients was 6 pounds 
every 3 weeks. One girl age 17, 5’6”; weigh- 
ing 98 pounds received a total of 175 milli- 
grams of Nandrolone proprinate during 
4 weeks of treatment. Her weight gain was 
16 pounds within 35 days. Simultaneously 
with injections of Nandrolone Phenpropio- 
nate we prescribed a daily oral intake of 
protein 100 grams, carbohydrate 200 grams, 
and fat 130 grams or a total of 2,000 to 
2,200 calories per day. A therapeutic vita- 
min capsule was also prescribed and taken 
each morning. 


PROTEIN DEPLETION—18 Patients 


For those individuals with proven serum 
hypoproteinemia of less than 5 grams of 
serum propetin per 100 cc. of blood, we pre- 
scribed a daily nutritional supplement of 
protein 100 grams, carbohydrate 235 grams, 
and fat 130 grams, or a total of 2,450 cal- 
ories in conjunction with an initial dose of 
50 milligrams of Nandrolone Phenpropio- 
nate. Five days later 25 milligrams of Nan- 
drolone Phenpropionate was prescribed and 
then 25 milligrams every 5-7 days until the 
serum protein level approached 7 grams 
per 100 ce. of blood. The average time to 
restore serum protein levels to normal was 
about 4 weeks. Improvement was apparent 
one week after the first injection. This was 
accomplished by a weight gain of from 6 to 
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15 pounds in four weeks which was retained 
after discontinuance of Nandrolone Phen- 
propionate. 


OSTEOPOROSIS—20 Patients 
Causes of osteoporosis were: 


Cases 
. Postsurgical menopausal states___ 8 
2. Prolonged treatment with ACTH 
and Cortisone for arthritis 
. Cushing’s Syndrome 
. Hypovitaminesia._.............- 3 
5. Malnutrition 


Each of these patients was given an initial 
intramuscular injection of 100 milligrams 
of Nandrolone Phenpropionate followed by 
50 milligram doses every seven days for 
three weeks and then weekly injections of 
25 milligrams for one month. There was a 
marked improvement in all patients having 
painful joints especially of the lower lum- 
bar and sacral areas. The average urinary 
calcium of the 20 patients, decreased from 
1.5 grams in 24 hours to a normal of 0.1 
grams. The inorganic serum calcium was 
decreased from 12.8 to 9 milligrams within 
the first two weeks of treatment. 


OSTEOLYTIC METASTATIC BREAST 
CANCER—2 Patients—Ages 48-52 


One patient had had a radical mastectomy 
and had had a surgical menopause (15 years 
ago following a sub-total hysterectomy) and 
the other with a simple mastectomy and ax- 
illary metastasis had a radiation castration. 


Each was given an initial dose of 100 
milligrams of Nandrolone Phenpropionate 
every five days for four doses. Each gained 
weight, had improvement of mood, a general 
feeling of well-being and was relieved of 
pain in all long bones of the body. 


WEIGHT RETARDATION—16 Patients 


This occurred in children of both sexes 
ranging from 3 to 5 years of age. Initial 
doses of 25 milligrams of Nandrolone Phen- 
propionate then 12.5 milligrams were ad- 
ministered at seven day intervals for a total 
of six injections. The average gain in weight 
was 414 pounds during the six week period. 
Three of these patients had clinical rickets 
substantiated by x-ray, serum alkaline phos- 
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phatase levels and the elevation of and lov - 
ering of the serum phosphorus. These pez- 
tients, in addition to Nandrolone Phenpr»- 
pionate injections, were given 10,000 uni's 
of Vitamin D and 25,000 units of Vitamin 
A orally three times a day. Improveme:.t 
of all patients was manifested by: 


1. Increase in weight. 
2. Interest in their surroundings. 
3. Disappearance of the bluish color 
the sclerae. 
. Alertness. 
. Desire to play. 
. Marked increase in appetite. 
. Marked reduction of restlessness aii: 
improved sleeping habits. 
. Disappearance of head sweating. 
. Pronounced increase in body vigor an: 
vitality. 


PREMATURIT Y—Two Infants 


One infant born in the 30th week of preg- 
nancy weighed 2 pounds 8 ounces, and an- 
other born in the 35th week of pregnancy 
weighed 3 pounds 2 ounces. After the first 
week of birth each was given 8 milligrams 
of Nandrolone Phenpropionate and there- 
after every five days for a total of six in- 
jections. At the end of two weeks these in- 
fants had gained an average of one ounce 
a day during the time they were under 
treatment. They increased in vigor and 
vitality and the sucking reflexes were 
markedly stimulated. 


SENILITY—4 Patients—3 Males—1 Fe- 
male 


These patients were given oral pancre- 
atic enzymes, dilute hydrochloric acid, vita- 
min B,», and diets high in protein and caloric 
content. They were given 25 milligrams of 
Nandrolone Phenpropionate parenterally 
twice a week for three weeks and then 25 
milligrams every ten days for a total of ten 


injections. At the end of treatment each 
showed.an increase in strength, muscle tone, 
and sense of well-being including a return 
of appetite. The average weight gain was 4 
pounds in six weeks. 


POSOLOG Y—(Dosage schedule) 


Infants: From first week of birth to first 
year were given 8 milligrams of Nan- 
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drolone Phenpropionate weekly, times 
six doses or a total of 48 milligrams. 


‘hildren: Three to five years of age, 
manifesting a definite weight lag, lack 
of energy and growth, poor appetite, 
and diminution of physical vitality, 
were given 12.5 milligrams every five 
days for four doses, then 12.5 milli- 
grams every 7-10 days for a total of 
six doses or a total of 125 milligrams. 


idolescents: Thirteen to nineteen years 
of age, manifesting loss of weight, loss 
of appetite, hypoproteinemia and lack 
of the normal daily essential amino acid 
intake, were given 25 milligrams twice 
a week for four doses and subsequently 
25 milligrams once a week for four 
weeks or a total of 200 milligrams. 


{dults: Dosage was adjusted according 
to the following conditions: 


Osteoporosis—Initial dose of 100 milli- 
grams followed by weekly injections of 
50 milligrams times three, then 25 mil- 
ligrams a week times four or a total of 
350 milligrams. 


Osteolytic Metastatic Breast Cancer— 
Initial dose of 100 milligrams every five 
days times four (400 milligrams) then 
50 milligrams weekly until leg and arm 
pains disappeared which was an aver- 
age of six weeks (300 milligrams) for 
a total of 700 milligrams. 


In this dosage, no edema of the face or 
ankles was noted and there was only 
slight deepening of the voice and ap- 
pearance of hair on the upper lip. These 
side effects disappeared after treatment 
had been discontinued for six weeks. 


Senility—Twenty-five milligrams twice 
a week for three weeks or six injections 
then 25 milligrams every ten days for a 
total of ten injections or a total of 400 
milligrams in nine weeks. 


During the course of this investigation I 
attempted to list all the possible side effects 
that could potentially occur from an accum- 
ulated dosage of 200 milligrams or more of 
Nandrolone Phenpropionate; however, only 
eight patients (10 per cent), (6 children 
and 2 adults) experienced any side reactions. 
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Table VII shows the composite of these 
reactions. 





SIDE EFFECTS WITH ACCUMULATED DOSAGE 
OF 200 MILLIGRAMS OR MORE OF 
NANDROLONE PHENPROPIONATE 


. Generalized hirsutism, thinning of the scalp 
hair and increase of facial hair (metastatic 
breast cancer) 

. Oily skin and acne : ; eae: 

. Enlargement of the clitoris (femals under 
3) (reduced when drug withdrawn) 

. Cessation of menses 

. Increased libido a : 

. Premature closure of the epiphyseal line 

. Gynecomastia 2 

. Decreased spermatogenesis _. 

. Priapism (boys under 5) 

. Voice change _ : 

. Hypercalcemia 

. Hyperlipemia 

. Jaundice : eee ets 

. Oliguria___ Sa er eee 

. Cardiac decompensation 


ocoocooCoonnNnoocecoocn 











Discussion 


In this series of 84 patients, 8 or approxi- 
mately 10 per cent had transitory andro- 
genic reactions consisting of huskiness of 
the voice, hair growth on the upper lip and 
chin, priapism and hypertrophy of the cli- 
toris. Adult males manifested no untoward 
effects whatsoever. Two boys ages 3 and 
5 developed a priapism which was transi- 
tory and disappeared after the drug was 
discontinued. 


The tissue-building effects of Nandrolone 
Phenpropionate were evident by weight gain 
in all patients, which was maintained after 
discontinuance of therapy. 


There was a beneficial effect on the 
psyche and on the entire muscular and vege- 
tative nervous systems, brought about by 
an increase of body weight, enhanced vi- 
tality, stamina, and a marked show of ap- 
petite. Liver function tests remained nor- 
mal even after large doses of Nandrolone 
Phenpropionate. During the administration 
there was an increase of serum protein to 
normal values. 


Following eight to ten weeks of therapy, 
the patient tends to retain a positive nitro- 
gen balance with no appreciable effect on 
sodium excretion or retention. 





This study is being continued on surgical , 


patients, especially those who have hypo- 
proteinemia, are malnourished and are 
therefore poor operative risks. Nandrolone 
Phenpropionate, 50 milligrams, is prescribed 
one week prior to operation and every third 
day following operation for the purpose of 
promoting rapidity of wound healing and 
strengthening the incisional scar that forms 
on the sixth or seventh day. 


Summary and Conclusions 
Eighty-four patients, classified as “list- 
less,” suffering from osteoporosis, protein 
starvation, metastatic breast cancer, weight 
lag, hidden hunger, prematurity, and senil- 
ity were treated with Nandrolone Phenpro- 
pionate. 


The results, after twelve months of ther- 
apy, indicate: 


1. The average weight gain from treat- 
ment with Nandrolone Phenpropionate 
is: for adults 8 pounds within 4 weeks; 
children (3 to 5 years), 414 pounds in 
6 weeks; adolescents (13-19 years), 6 
pounds every 3 weeks; infants (pre- 
mature), 1 ounce daily after 2 to 4 
weeks of therapy. 


Serum protein levels increased 2 mg. 
within 4 weeks. 


Relief of pain, experienced by patients 
with metastatic breast cancer, occurred 
within 1 week of therapy. 


Senile convalescent patients had an in- 
crease in strength, muscle tone, appe- 
tite, and sense of well-being. 


Toxicity and side effects test proved 
that: (a) Nandrolone Phenpropionate 
did not cause suppression of lactation 
from a dosage eight times the mainte- 
nance dose. This was indicative of its 
lack of androgenic activity. (b) Liver 
function improved even in the presence 
of liver pathology (Laennec’s Cirrho- 
sis). 


In this series there were no local re- 
actions or systemic allergic manifesta- 
tions to repeated injections of Nan- 
drolone Phenpropionate. 


It is my conclusion that Nandrolone Phen- 
propionate is an excellent preparation for 
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tissue building due to nitrogen retention an | 
has minimal transitory side effects ard 
possesses a wide range of safety. 


Addendum 

Since completion of this paper twen 
major surgical cases have been treated p 
and post-operatively with Nandrolone Phe 
propionate. All patients (18 females and 
males) showed a marked improvement 
psyche, had a general increase of well-bein 
felt stronger, ate better and were dismiss: 
two days earlier from the hospital the: 
those in the control group. 


Cholecystectomy _________._____ 4 
Total Abdominal Hysterectomy 8 
Appendectomy 

Gastric Resection 
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Radiotherapy of Uterine Cancer: 


Role of The Gynecologist 


} ROGRESS in the radiotherapy of malig- 
it neoplasms of the uterus in the past 
ade rivals the advances made in other 
ises of medicine. The techniques of radia- 
n therapy today are as superior to those 
eighteen to twenty years ago as is today’s 
tal to yesteryear’s subtotal hysterectomy. 
ing the older irradiation techniques today 

would be equivalent to adhering to out- 

noded subtotal uterine resections. An enor- 
nous literature on this subject has accumu- 
ated in the past ten years. Older writings 
on the treatment of cervical and endomet- 
rial cancer are now of only historic interest. 


Much of the advance in this therapy must 
rightfully be credited to the radiologist, the 
radiotherapist and the physicist; but the 
gynecologist must avail himself of these ad- 
vances in rendering optimal treatment to 
his patient with cervical and endometrial 
carcinoma. Adequate treatment of these 
patients requires, in addition to ali the es- 
sential radiologic paraphernalia, close co- 
operation among gynecologist, radiologist, 
pathologist and physicist. Oklahoma is for- 
tunate in having adequate modern equip- 
ment and competent professional personnel ; 
and it is the duty of all physicians to utilize 
these facilities in giving their patients treat- 
ment as effective as that available anywhere 
in the country. 


Small and isolated groups are treating 
carcinoma of the cervix surgically; but the 
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accepted methods of choice are radiotherapy 
for cervical cancer and radiotherapy com- 
bined with surgery for endometrial cancer. 


This discussion of these methods of ther- 
apy is based on personal experience and on 
reports by leading authorities in this field; 
radiologists, gynecologists, and pathologists 
—Kottmeier, Schmidt, Arneson, Nolan, 
Fletcher, Galvin, Moss, Henriksen, Morton, 
Meschan, Ackerman and others. 


Based on thousands of cases, the five-year 
salvage rate in Stage I cervical carcinoma 
is 81 per cent and in Stage II 67 per cent. 
The eleventh Annual Report of Results of 
Treatment of Carcinoma of the Cervix gave 
70 per cent as the five-year salvage rate in 
45,000 Stage I cases treated in 86 different 
institutions. Kottmeier recently reported 
88.2 per cent in Stage I and 67.8 per cent in 
State II among 1,464 cases. 





The major factors to be considered in 
planning radiotherapy for cervical cancer 
are: (1) the site of origin and the route of 
spread, (2) the radiation tolerance of neigh- 
boring organs, and (3) the radiosensitivity 
of the primary lesion and its extensions. 
These factors vary from patient to patient. 
There are also variations in the anatomy. 
This necessitates the availability of a wide 
assortment of equipment for proper treat- 
ment of the individual patient. It is unfair 
to make the patient fit the applicator rather 
than the applicator to fit the patient just 
because the proper applicator is not avail- 
able. 


As early as 1938, Arneson favored the 
interstitial radiation therapy of cervical 
carcinoma, and in 1952 reported the use of 
an expanding, fixed tandemovoid colpostat. 
Other fixed ovoids were devised by Ernst, 
Fletcher, and Nolan. It is almost uni- 
versally agreed today that in treating cer- 
vical cancer the single, loose, unattached 
ovoids of the Manchester type are obsolete. 
Meschan, in a symposium on supervoltage 
therapy at the Oakridge Institute of Nuclear 


Studies, stated that if a patient measures 
no more than 20 centimeters in the anterior 
posterior diameter she may be treated ade- 
quately with the 250 kilovolt machine, but 
that in all others radium therapy should be 
supplemented with cobalt-60 or supervolt- 
age x-ray machines. 


Most authorities today prefer a tandem 
in the cervical and uterine canal supple- 
mented by interstitial needle irradiation, 
when fixed applicators cannot be used in 
radium therapy. It is generally agreed that 
the uterine tandem alone, properly loaded 
in Stages I and II will irradiate the primary 
lesion adequately and at point A; it will de- 
liver approximately 20 per cent gamma 
roentgens to point B. Following this, addi- 
tional dosage is supplied by cobalt-60 or 
supervoltage irradiation. It is also accepted 
practice, based on pathologic studies of re- 
ported biopsies, to give the radium in di- 
vided doses, from seven days to ten days 
apart. In large cauliflower lesions and those 
of Stage I and II associated with paramet- 
rial infection, it is advisable to give at least 
a part of the external irradiation prior to 
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the use of radium. But in all other lesions 
of Stage I and II radium is used firs‘, 
Lesions in Stages III and IV are best tree 
ed first with external irradiation and the: 
with radium according to their response. 


An error of possibly 25 per cent is uri 
versally admitted in the staging of cervic 
carcinoma according to the following inté« 
nationally accepted classification: 


Stage O Carcinoma in situ, a preinvasi 
lesion. 


Stage I Carcinoma strictly confined 


the cervix. 


Stage II Carcinoma which has extende 
beyond the cervix but has no 
reached the pelvic wall or in 
volved the lower third of the va- 
gina. 


Stage III Carcinoma which has reached the 
pelvic wall of the lower third of 
the vagina. 


Stage IV Carcinoma which involves the 
bladder or the rectum or which 
has extended beyond the link of 
Stage III. 


Doseage of radiation cannot properly be 
expressed in milligram hours any more than 
can the efficacy of hysterectomy be ex- 
pressed in terms of time spent on the op- 
eration. The dosage is properly expressed 
in gamma roentgens delivered to point C, 
A, B and at times to point W, the time re- 
quired to deliver these dosages, whether they 
are fractionated, etc. Gamma _ roentgens 
from radium, from cobalt-60 and from super- 
voltage deep therapy x-ray machines are 
synonymous; but not from the 250 volt ma- 
chine—an additional reason for preference 
of cobalt-60 and supervoltage for this pur- 
pose. 


Cancerocidal dosages expressed thus in 
gamma roentgen (or simply roentgens) are 
as definite and mathematical as dosing med- 
icines in minims, cubic centimeters, grams 
and ounces; expressing irradiation dosages 
in milligram hours is equivalent to telling the 
patient to take “‘a dose” of medicine. 


The uterine cancer tolerates higher dos- 
ages of radium irradiation than any other 
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“comparable tissues of the body—as high as 
000 to 30,000 gamma roentgens at the 

--dium source, point C (0.7 cm. lateral to 

ho center of the cervical canal). Cancero- 
al doses lie between 5,000 and 14,000 

»mma roentgens—a wide margin of safety 
the normal cervical tissue. A reasonable 
ial dose is 6,500 to 8,000 roentgens, ac- 

« ding to the applicator used, to point A 
em. lateral to the center of the cervical 
al at the external os or, more correctly, 
‘m. above the colpostat in the vaginal 
nix). 


‘he optimal dose at the rectal wall is 
00 gamma roentgens and the tolerance 
e is but little greater; so much larger 
es should not be used if rectal injury is 
be avoided. Similarly, the optimal dose 
the posterior bladder wall, about 5,500 
mma roentgens, is but little less than the 
srance dose. Knowledge of these facts is 
sential to proper vaginal tracking for dis- 
enee screening of these structures. Even 
th careful packing the bladder may be 
mly a centimeter from the tandem or only 
i millimeter from a needle at twelve o’clock 


the periphery of the cervix. 


Unlike x-ray tubes it is unnecessary to 
calibrate radium sources repeatedly, because 
a definite quantity of radium under a defi- 
nite set of conditions always delivers the 
same amount of radiation. The half-life of 
radium is approximately 1700 years, so that 
once the output of a radium source has been 
determined, it will be known to remain the 
same for many years. Dosages delivered by 
a variety of applicators may be calculated 
and tabulated, once and for all, from data 
obtained by physician measurements. These 
facts introduce the most important part of 
this presentation. 


For proper management of cervical car- 
cinoma, a knowledge of the applicator used 
is essential—its loading, the filtration used, 
the active length of the source, the gamma 
roentgens delivered to the lesion (point C, 
for practical purposes and to points A and 
B, and in more cases to point W). 


Point A is 2 em. lateral to the center of 
tne external os and 2 cm. superior to the 
ovoid in the lateral fornix. Point B is 5 em. 
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lateral to the center of the cervical canal at 
the external os. Point C is 0.7 cm. lateral to 
the center of the external os. Point W is 6 
cm. lateral to the center of the cervical canal 
at the external os and represents the lateral 
pelvic wall and the region of the obturator 
nodes. 


Upon completion of treatment with ra- 
dium 9,000 or more gamma roentgens will 
have been delivered to the lesion; 6,000 to 
8,000 to point A; and 1,500 to 2,000 to point 
B. The radiologist is then in a position to 
deliver an additional 3,500 to 4,000 roent- 
gens to point B and W and to the tissues 
between these points and point A, so that 
finally the patient will have been adequately 
irradiated with cancerocidal dosage. The 
radiologist must be told the dosage previous- 
ly given so that he may properly screen the 
midline for width of 4 or 5 cm. to minimize 
further radiation exposure to the bladder 
and rectum. 


Although the basic technical procedures 
of measurements, etc., have been worked out 
by the physicist and the radiologist, the 
gynecologist should be familiar with what 
has been done and with the various factors 
involved in radiotherapy of the carcinoma- 
tous cervix. The physicist informs us that 
a tubular source of radium 2 cm. in active 
length, filtered through 0.5 mm. of platinum 
will deliver 6.25 gamma roentgens at a 
depth of 1 cm. per milligram hour, 1.96 
gamma roentgens at a depth of 2 cm. per 
milligram hour, and 0.33 gamma roentgens 
at a depth of 5 cm. (at point B) per milli- 
gram hour. Hence, 5,000 milligram hours 
yield 1,650 gamma roentgens to point B— 
the lateral pelvic wall. To obtain a cancero- 
cidal dose, therefore, the radiologist must 
deliver an additional 3,500 roentgens to this 
area. This calculation applies to a simple 
source placed in the cervical canal and the 
uterine cavity. This dose at point B and to 
tissues between point B and A is supple- 
mented by a radium source in the polpostat 
using a fixed applicator placed in the vag- 
inal fornix. 

When the anatomic situation precludes 
the use of a fixed applicator with fixed 
ovoids, the tandem source is supplemented 
with interstitial needles in the cervical peri- 
phery—lateral rather than mesial. The tan- 
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dem alone, when properly loaded is adequate 
in Stages I and II. The colpostat and needles 
are used to compensate for the deficiency 
at points A, B, and W, in intervening tissue 
without increasing the midline dose to the 
bladder and rectum beyond tolerance. 


Lymph nodes in the region of point A, B, 
and W must be considered. These are in- 
volved in 20 to 25 per cent of cases of Stages 
I and II. Taussig, Morton, and Henriksen 
report finding cancer in nodes of 30 to 35 
per cent of non-irradiated and in 10 to 14 
per cent of irradiated patients. These re- 
ports were made before the availability of 
supervoltage x-ray machines and cobalt-60 
and largely before our present knowledge of 
gamma roentgen dosage. It will be interest- 
ing to note what these new modifications 
will accomplish. 


In the management of endometrial (or 
corpus) uterine cancer, Schmidt reports a 
five-year survival rate of 81 per cent and 
adds that there is a 20 per cent improved 
rate in patients given adequate preoperative 
irradiation. The corresponding figures of 
Kottmeier are 84 and 15 per cent. He states 
radiotherapy and surgery to be essential in 
carcinoma of the endometrium. The opin- 
ions of these two authorities are concurred 
in by most workers in this field—cancero- 
cidal doses of radiation should be given be- 
fore operation. 


When the lesion is high in the fundus, 
8,000 to 10,000 gamma roentgens of radium 
are delivered to the uterine cavity. Schmidt 
uses doses of 20,000 to 30,000 gamma roent- 
gens to the endometrial surface. When the 
lesion is low in the uterine cavity or has 
involved the cervical canal, a cancerocidal 
dose of radium should be delivered to the 
cervix and to points A and B. 


Heyman’s capsules or intrauterine tan- 
dems are employed according to one’s choice. 
At the Radiumhemmet the uterus was per- 
forated 27 times in 617 cases and on one oc- 
casion the irradiator broke and was lost in 
the peritoneal cavity. 


My preference, for the normal size and 
large uterus, is the Schmidt Y applicator 
loaded with radium in both arms. It is easy 
and simple to use and the dose calculation 
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is almost as simple as that of the sing 
tandem. The Schmidt applicator, proper y 
loaded, permits easy, adequate irradiati. 
of the fundus uteri without danger of 1 
dium dislocation. For the small uterus :; 
plastic, reflex, single tandem is preferre.i, 
It conforms, at body temperature, to ¢ 
contour of the uterine cavity and can 
sutured to the cervix to prevent dislocati: 


If the disease involves the cervical cai 
and when the uterus is large enough, I us d 
the Y applicator, then a week later I gi 
additional radium to points A and B in : 
vaginal applicator with fixed ovoids ai 
loaded with 20 or 25 mg. capsules. Whe 
the uterus is small and the disease involves 
the endocervix the same vaginal applicator 
is used with an added central tandem tiie 
length of which depends on the depth of the 
uterine cavity. Once the lesion has involved 
the cervical canal, its methods of spread is 
characteristic of that of cervical cancer and, 
since it is an adenocarcinoma, it should be 
irradiated accordingly. When the lesion is 
confined to the fundus, the treatment of 
choice is total abdominal hysterectomy fol- 
lowed six weeks later by bilateral salpingo- 
oophorectomy. 


It is unnecessary to suture the cervix since 
the uterus is sterilized by irradiation in 75 
per cent of cases (Schmidt), and in those 
cases where it is not sterilized the capacity 
of the cancer cells for implantation is tre- 
mendously decreased. It is accepted opinion 
that vaginal recurrences are from cancer 
cells squeezed through the blood vessels and 
lymphatics into the cellular tissues and fas- 
cial planes surrounding the vagina rather 
than from cells on the mucosal surfaces. 


Postoperative radiation depends on the 
depth of myometrial invasion. When it is 
superficial the vagina alone is irradiated 
and with radium. When it is deep or has 
reached the serosal surfaces or the ovaries 
the entire pelvis is irradiated with cobalt-60 
to tolerance—3,500 to 4,000 roentgens. When 
the lesion involves the cervical canal, in ad- 
dition to hysterectomy and salpingo-oophor- 
ectomy, pelvic lymphadenectomy is_ indi- 
cated, since in this case the spread is as in 
cervical carcinoma although the lesion is 
adenomacarcinoma. Adequate irradiation 
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ould precede these surgical procedures. 
]] cancerocidal doses, or none at all, should 
used. 


Surgery in the management of cervical 
‘cinoma should be confined to carcinoma 
situ, radioresistant lesions, Stages I and 
esions complicating complete uterine pro- 
se with large cystocele and rectocele, and 
irradiation failures involving bladder, 
tum or ureters. 


lost important in the management of 
cer of the cervix or corpus is the initial 
nning of therapy. Many failures are from 
< of delivering cancerocidal doses of ir- 
iation to the malignant lesions. Many 
h patients are permitted to progress be- 
id the point of salvage and end with mu- 
iting and useless operations—all from 
k of knowledge of the cancerocidal dos- 
of irradiation. 


fow often we hear attempts to justify 

tilating surgical procedures! “She was a 

liation failure—she had radium for 90 
hours and x-ray therapy twice—two 
courses,” which means absolutely nothing. 
We must know dosages in gamma roentgens 
reaching the lesion and points C, A, B and 
W. Calculating these dosages should be as 
commonplace as calculating amounts of 
drugs in a prescription. Upon completion 
of the course of radium therapy it is the 
gynecologist’s responsibility to review the 
dosages with the radiologist in order that 
he can take up intelligently where the gyne- 
cologist left off, so that the patient will 
eventually receive cancerocidal doses of ir- 
radiation to the lesion at its origin and at 
its sites of spread. 


It is most important that initial irradia- 
tion be adequate, because many patients de- 
velop resistance to subsequent irradiation 
just as resistance develops to chemothera- 
peutic drugs and to antibiotics. 


Kottmeier recently stated that despite re- 
ports of good results from radical hysterec- 
tomy in selected cases the cervical carci- 
1oma, the permanent results of primary ade- 
quate radiation in unselected series of cases 
are superior to those obtained by surgical 
treatment. Therefore, irradiation treatment 


June, 1960—Volume 53, Number 6 


should be the primary treatment in all cases 
of invasive cervical carcinoma. 


Summary 


The cervix, fundus and para-cervical tis- 
sues tolerate high doses of radiation. The 
primary lesion of carcinoma of the cervix 
is usually radiosensitive as are its metastatic 
lesions. This combination enables us to con- 
trol a high proportion of carcinoma of the 
cervix. There is good evidence that lymph 
node metastasis can be controlled by irra- 
diation in a large proportion of patients. 
The exact percentage has not been estab- 
lished. 


The type of irradiation must be planned 
“Moss” depending on the clinical extent of 
the disease and associated circumstances, as 
pregnancy, cervical stump, narrow or large 
vagina. No single method is best in all cir- 
cumstances. When radium is to be used, the 
Manchester modification of the Paris tech- 
nique seems preferable. It is simple, easily 
learned and flexible. It is possible to get 
good results with other techniques when they 
are applied with a knowledge of the factors 
involved. 


External irradiation is our most impor- 
tant single technique in the control of lesions 
in the advanced stages. It is the most prac- 
tical and effective way of bringing the dose 
of radiation in the lateral part of the pelvis, 
to the desired level. 
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Fibrinolysis, frequently a complication of carci- 
noma of the prostate, has been described only 


occasionally as a complication of benign prostatic — 


hypertrophy. A simple test of recognition is de- 


scribed as well as the treatment of this disorder. | 


Fibrinolysis in 


Benign Prostatic Hypertrophy « 


THE FOLLOWING case report is of in- 
terest for three reasons: 


1. The infrequency of reported cases of 
fibrinolysis following operation for 
benign prostatic hypertrophy, 


. A growing interest in fibrinogen de- 
ficiency as a causative factor in surg- 
ical bleeding and 


3. The good response in this case to fair- 
ly simple and inexpensive treatment. 


A 70-year old white male was admitted to 
the Veterans Administration Hospital on 
10-12-59 with a history of lower urinary 
tract obstructive symptoms of several years 
duration. He had required periodic urethral 
dilatations for stricture. There was a his- 
tory of chronic cough and exertional dysp- 
nea. The family and past histories were 
non-contributory. Physical examination 
showed a well-developed, thin, white male 
whose only positive physical findings were 
rales in both lung bases. 


The admission laboratory work showed 
the complete blood count, urinalysis and 
blood urea nitrogen to be within normal lim- 
its. Serology was negative. A chest film re- 
vealed pulmonary emphysema with no evi- 
dence of tumor. 


*This paper is from the Department of Urology, University 
of Oklahoma Hospitals, Oklahoma City, Oklahoma 
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Urethral dilatations failed to alleviate the 
obstructive symptoms. Panendoscopy 
showed the cause of the obstruction to be a 
hypertrophied median lobe. No other ab- 
normalities were apparent in the bladder 
or the remaining portion of the urethra. 


An uncomplicated transurethral resection 
of the prostate was done under spinal an- 
esthesia on 10-23-59. At the end of the re- 
section the wash water returned clear. Fif- 
teen minutes later the bladder drainage be- 
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ane bright red. Traction on the catheter 
< led to slow the hemorrhage. The pa- 
i nt was then returned to the operating 
m where the bladder was emptied of 
od clots and a few small bleeding areas 

‘e fulgurated transurethrally. After the 
ding was apparently controlled the pa- 
it was returned to the recovery room. 
bladder drainage which was almost 

r on leaving the operating room soon 
ume bright red. Three pints of whole 
od were given the patient while in the 
rating room and in the recovery room. 
ction was again applied to the catheter. 


aboratory studies at this time showed a 
ding time of 35 seconds, a coagulation 
> of 9 minutes (Lee-White method), a 
thrombin time of 13 seconds, a normal 
telet count and a borderline fibrinogen 
1. A few centimeters of the patient’s 
1d was allowed to clot in a test tube taped 
} the bed for observation. 


‘resh whole blood was administered. The 
ieeding continued and two more pints of 
lood were required for replacement. After 
vo hours the blood which had been allowed 

clot in the test tube was still solid but 
entle shaking resulted in complete and per- 
anent dissolution of the clot. Two grams 

of fibrinogen were then given without any 
remarkable effect. 


In spite of the fact the prostate was clin- 
ically benign it was decided to treat the pa- 
tient as having a prostatic carcinoma. An 
occult or undetected carcinoma of the pros- 
tate might be responsible for the fibrinolysis 
which was occurring. We were cognizant of 
the rare possibility of fibrinolysis occurring 
in benign hyperplasia. Two hundred and 
fifty milligrams of diethylstillbesterol di- 
phosphate were given intravenously. The 
bladder drainage began clearing shortly 
thereafter in a most dramatic and definite 
fashion. The same dosage of diethylstill- 
besterol diphosphate was repeated in six 
hours. The remainder of the post-operative 
course was uneventful. 


Blood studies before discharge from the 
hospital were all within normal! limits. There 
was a firm clot present in a blood sample 
Which did not dissolve on shaking. No evi- 
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dence of bony metastases was present on 
chest and abdominal x-rays. The acid phos- 
phatase level was within normal limits. The 
pathologist’s report was “hyperplasia of the 
prostate, glandular and fibromuscular ele- 
ments predominating.” 


Comment 


A case of post-operative hemorrhage due 
to fibrinolysis following transurethral re- 
section of the prostate has been described. 
The initial impression was hemorrhage from 
open sinuses in the prostatic capsule. After 
traction on the catheter failed to control the 
bleeding a search was made for arterial 
bleeding. No active arterial bleeding was 
found on endoscopic examination of the 
prostatic capsule. The prothrombin time, 
bleeding and clotting time taken during the 
period of active bleeding were normal. The 
fibrinogen level was reported as borderline. 
Blood allowed to clot in a test tube retracted 
normally but the clot completely dissolved 
when agitated. On the basis of this simple 
test the diagnosis of fibrinolysis was made. 


Although many cases of fibrinolysis in 
patients with carcinoma of the prostate are 
reported, only a few cases are mentioned in 
which fibrinolysis has occurred in operation 
for benign prostatic disease. 


Estrogen therapy has been reported to in- 
hibit fibrinolysis.1 Cases have been report- 
ed, however, in which fibrinolysis has oc- 
curred while the patient was receiving estro- 
gens.” Perhaps this discrepency is due to 
the dosage of estrogens given the two groups 
of patients. 


We found the administration of large 
doses of diethylstillbesterol diphosphate had 
a dramatic effect in altering the fibrinolytic 
activity. There was a prompt cessation of 
bleeding and the patient’s blood remained 
clotted following estrogen administration. 


It is conceivable that many instances of 
excessive bleeding following prostate sur- 
gery may be the result of fibrinolytic ac- 
tivity. Confirmation may be obtained by 
merely observing a clotted specimen of blood. 
This test is simple and can become routine 
in unexplained post-prostatectomy bleeding. 
The administration of large doses of estro- 
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gen may promptly reverse the fibrinolytic , 


activity. The use of estrogens in contrast 
to fibrinogen does not carry the hazard of 
intravascular thrombosis. 


Summary 


Post-operative bleeding due to fibrin- 
olysis was seen in a patient with benign 
prostatic hypertrophy. Laboratory studies, 
including the fibrinolysin level, clotting and 
bleeding time, prothrombin time were all 
equivocal or normal and of little help in 
establishing the diagnosis. Dissolution of 
the clot in a sample of the patient’s blood 
was most helpful in confirming our impres- 
sion of fibrinolysis. The hemorrhage stop- 
ped after the intravenous administration of 
diethylstillbesterol diphosphate. The patient 
had previously received two grams of fib- 
rinogen, Vitamin K, and fresh whole blood 
without any appreciable change in the blood 
loss. 
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ARISTOCRACY, n. Government by the best men. (In 
this sense of the word is obsolete; so is that kind of gov- 
ernment.) Fellows that wear downy hats and clean shirts 
—guilty of education and suspected bank accounts. 


From the Nevil’s Dictionary by Ambrose Bierce 
:gamore Press, Inc. 
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MEDICAL (ileetaenumt) CENTER 


Message from the Dean 


Much has been published in recent months about the dearth of qualified applicants for 
e nation’s medical schools. For some schools, the present number of candidates is insuf- 
‘ient to assure an adequate influx of capable students. 


The supply of physicians at any given time depends primarily on the number of stu- 
nts graduated. In 1959 the medical schools graduated 6,900 men and women. The asso- 
ition of American Medical Colleges has estimated that there will soon be 7,400 graduates 
mually. But, projecting the population trend, it is predicted that by 1975 we will need an 
nual graduation rate of 11,000. 


It is obvious that the number and quality of applicants for medical school entrance is 
isic to the problem. 


At the University of Oklahoma School of Medicine, we have seen a decline in the num- 
r of applications, just as other schools have. Nevertheless, with the exception of one 
year, each entering class has been filled. 


We are limited largely to applicants from Oklahoma since the present University Re- 
gents’ rule is that no more than ten percent of the class shall be selected from non-resident 
applicants. 


The prospective student must have completed a minimum of three years in college. 
He must have at least a C plus average. The National Medical College Admissions Test is 
required, as is a letter of appraisal from his college. If the applicant meets these minimal 
requirements he is interviewed by the Board of Admissions, composed of nine faculty mem- 
bers. It is this group that accepts or rejects applicants. 


The Board begins receiving applications for the next class in September of the pre- 
ceding year. Interviews are scheduled at intervals over a three months period, and selec- 
tion of the new entering class is completed in March. 


This year, we had a gratifying increase in both the number and qualifications of appli- 
cants. Of 190 students who applied for admission, 150 met the minimal grade point re- 
quirement and 80 of these had an average of “B” or better. A total of 104 students and 
18 alternates was accepted for the first year class which will enroll this fall. The four addi- 
tional students (over the usual 100 beginning students per class) were accepted to allow 
for inevitable drop-outs. 


Although the number of applicants and the number of students in an entering class 
represent interesting statistics, the crucial point is the number that finish the four year 
program and receive their degree of Doctor of Medicine. The quality of the applicants, and 
the selection, cannot evade this latter critical matter. Each physician should be a commit- 
tee of one to encourage really able students in his community to seriously consider medi- 


cine as a career. 
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disorder. The exact pathology is very vague and - 
methods of treatment are many. This is a com- | 
prehensive and statistical review of 318 cases — 


treated by surgery and conservative measures at 


the Bone and Joint Hospital, Oklahoma City, from _ 


1939 to 1959. 


Tennis Elbow* 


TENNIS ELBOW is a syndrome charac- 
terized by chronic pain in the vicinity of the 
radiohumeral joint. Synonyms of tennis el- 
bow are: epicondylitis, Rider’s elbow, ra- 
diohumeral bursitis, epicondylalgia. 


Etiology 


The exact cause of tennis elbow is un- 
known. There are many proposed etiologies 
and these are listed in Figure I. Many au- 
thors think that tennis elbow is an occupa- 
tional disease in which the forearm is su- 
pinated and pronated while the hand is 
forcefully gripping an object. 


There are many ideas as to the exact lo- 
cation of pain, each depending on the etiol- 
ogy proposed. The majority think that pain 
on the tip of the epicondyle is the most com- 
mon. Other sites of pain are the anterior 
or posterior surfaces of the epicondyle, the 
radiohumeral joint, and just above the 
epicondyle. 


It is interesting to note that sporting ac- 
tivities made up only eight of the 318 cases 
reviewed, or 2%. Tennis was the sport 
blamed in three cases, or 1%. Water skiing, 
bowling, baseball, and golf were responsible 
in the other five. 


*This paper was read before the Oklahoma Rheumatism So- 
ciety Faculty Club, Oklahoma City, Oklahoma, January 13, 
1960. The contents of this article are the personal views of 
the Air Force author and are not to be construed as statement 
of official Air Force policy. 
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CAPTAIN CHARLES A. ROCKWOOD, 
USAF (MC) 


Captain Charles A. Rockwood, Jr., USAF (MC) 
graduated from the University of Oklahoma 
School of Medicine in 1956. A Junior Member 
of the International College of Surgeons, Cap- 
tain Rockwood, in his third year of orthopedic 
residency, is serving an Air Force sponsored 
civilian residency at the University of Oklahoma 
Medical Center in the Department of Orthopedic 
and Fracture Surgery 


Sex Incidence, Age Predominance and 
Work Classification 
Of the 318 cases of tennis elbow there 
were 222 males, or 70%. Forty-four per 
cent of the patients were between forty to 
fifty years of age. Other age groups are 
shown below: 


Average 
Age Groups 
14-16 years 1 
25-30 years 38 
30-40 years = 62 
40-50 years = 140 
50-60 years - 63 
60-70 years 14 
In 53% there was a definite history of 
trauma to the elbow. In 47% the onset was 
insidious. This does not mean that in 53% 
of the cases the patient came immediately 
to the hospital following trauma but simply 
that he remembered trauma to the elbow in 
the past. The average duration of symp- 
toms prior to the first examination in the 
clinic is seen in Figure 2. 
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FIGURE NO. I 


FIGURE NO. II 











ETIOLOGY 


. Traumatic periostitis. 

. Arthritis, synovitis, sprain, adhesions or torn 
capsule of the radiohumeral joint. 

3. Arthritis, synovitis, sprain or adhesions of 
radio-ulnar joint. 

4. Displaced, frayed, torn or inflamed orbicular 
ligament. 

. Sprained, torn radial-collateral ligament. 

3. Inflamed or calcified radiohumeral bursa, 
(Osgood’s bursa). 

. Inflamed or calcified subcutaneous epicon- 
dylar bursa. 

. Nipped synovial fringe within radiohumeral 
or radio-ulnar joints. 

. Tear or fibrositis of extensor origin. 

. Tear or fibrositis of supinator-brevis. 

11. Torn pronator teres. 

2. Torn extensor carpi-radialis-longus. 

3. Torn extensor carpi-radialis-brevis. 

i4. Tear or fibrositis of branchioradialis. 

5. Tear, sprain, fibrositis of extensor-digitorum- 
communis. 

. Myositis or tear of extensor muscles. 

. Torn anconeus. 

. Radial incongruence. 

. Twist of the whole radius. 

20. Rheumatism, gout, influenzal sequelae, focal 

sepsis, arthritic diathesis. 

21. Neuritis or radial posterior interosseous, or 

cutaneous antibrachii lateralis. 


22. Saturnism. 
23. Osteomalacia. 


24. Deposits about olecranon. 
25. Periostalgia. 


26. Osteochondritis. 








AVERAGE DURATION OF SYMPTOMS PRIOR 
TO FIRST EXAMINATION AT THIS CLINIC 


Number of 
Patients 


months 
months 
months 
months 
months 
months 
months 
months 


Two years 

Three years 

Five years : 
Tie =.= + = +: 





FIGURE NO. IV 











FIGUR2 NO. III 








CASES SHOWING POSITIVE X-RAY 
CHANGES 


. Calcified deposits about joint 12 
2. Soft tissue density 

3. Osteoporotic bone about joint 

. Loose bone fragments about joint 

. Congenital deformity about joint 

}. Large bony prominence about joint 

. Degenerative changes about joint 
(Spurs, irregularities and roughen- 
ing) 25 


53 (17%) 








. Rest 

. Strapping 

. Pressure pads 

. Painting with Iodine, etc. 

. Blistering 

. Hot baths 

. Hot air 

. Luminous heat 

. Galvanism 

. Faradism 

. Diathermy 

. Carbolic acid 

. Novocain 

. Removal of focal sepsis 

. Vitamin D 

. Thyroid gland 

. Salicylates, given orally 

. Massage 

. Cock-up splintage 

. Mobilization 

. Periosteal excision 

. Division of the muscular origin at the epi- 
condyle 

. Bursting or removing bursa 


—_ 
reoweowonourrhwhnd 


Sa etl ell all el el od cd 
Conor WwW 


24. Disengaging or removing synovial fringes 


. Excision of orbicular ligament 
. Fasciotomy of common extensor muscle belly 





1960—Volume 53, Number 6 














FIGURE NO. V 








A REVIEW OF SURGICAL TREATMENT IN GASES OF TENNIS ELBOW: B & J HOSPITAL 


Type 
Occupation 


Injury 


Conservative 
Treatment 





SURGERY 


Results 








Bindery Worker 


(Seen 2 mo. 
post-injury ) 
Manual 
Laborer 
(Szen 2 days 
post-injury) 


Oil Field 
Laborer 
(Seen 1 mo. 
post-injury) 


Driller 
(Seen 5 mo. 
post-injury ) 


Roughneck, 
Oil Fields. 
(Seen 6 mo. 
post-injury) 


Driller 
(Seen 3 mo. 
post-injury ) 


(Seen 9 da. 
post-injury) 


Engineer 
(Seen 7 da. 
post-injury) 


Miller 
(Seen 1 mo. 
post-injury) 


Construction 
Laborer 
(Seen 1 mo. 
post-injury) 


Aircraft 
Flight Test 
Mechanic 
(Seen 12 da. 
post-injury ) 
Petroleum 
Still-man 
(Seen 7 mo. 
post-injury) 


Bumped o 
elbow 


Bumped 
elbow 


Fall onto 
extended 
arm 


Bumped 
elbow 


Struck on 
elbow by 
pipe 


Bumped 
elbow 


Struck on 
elbow by 
a pipe 


Slip and 
fall onto 
elbow 


Struck 
elbow on 
an air- 
craft 


Bumped 
elbow 


Physical Therapy, 
splinting, injections, 
with no relief 
Physical Therapy, 
rest in sling—No 
relief 


Rest in sling, Physical 
Therapy, Injections— 
No relief 


Injections, Physical 
Therapy, rest in sling, 
No relief 


Injections, Physical 
Therapy + rest— 
No relief 


Injections, Physical 
Therapy and rest— 
No relief 


Partial stripping + 


excision of extensor 
mechanism 

Exploration + tenotomy, 
extensor fascia 


#1. Extensor fasciotomy 

#2. Excision of external 
condyle and partial 
synovectomy, radial 
head 


Periosteal stripping + 
partial resection of 
lateral epicondyle 


Partial excision of 
lateral condyle 


Fasciotomy, extensor 
group 


(Same patient with 2nd injury, opposite arm) 


Injections, rest, 
Physical Therapy— 
No relief 


Injections, Physical 
Therapy—continued 
at work—No relief 


Injections, rest in 
sling—No relief 


Deep X-ray Therapy, 
Physical Therapy, 
rest in sling— 

No relief 


Deep X-ray Therapy, 
Physical Therapy, 
Cast + injections— 
No relief 


None here—Surgery 
recommended—No relief 
on conservative treatment 
elsewhere 


Excision of olecranon 
bursa 


Excision of calcified 
mass from common 
extensor at lateral 
condyle 


Excision of synovial 
bursa 


Stripping of lateral 
condyle 


Exploration and excision 
of fibrous tissue from 
inferior lateral condyle 


Exploration and excision 
of bursa 


Not relieved at 
the end of 2 yrs. 
POOR 

Not relieved. 
Further surgery 
recommended 

but declined. 
POOR 

Not relieved at 
6% mo. post- 
injury. Complete 
relief following 
2nd_ operation. 
GOOD 

Returned to work 
at 8 mo. post- 
injury with 
complete relief. 
GOOD. 

Returned to work 
at 8 mo. post- 
injury with 
complete relief. 
GOOD 

Returned to work 
at 8 mo. post- 
injury with 
complete relief. 
GOOD 


Returned to work 
at 2 mo. post- 
injury with 
complete relief. 
GOOD 

Returned to work 
at 7 da. post-op 
with complete 
relief, 

GOOD 

Returned to work 
at 3 mo. post- 
injury with 
complete relief. 
GOOD 

Returned to work 
at 2 mo. post- 
injury with 
complete relief. 
GOOD 

Returned to work 
at 7 mo. post- 
injury with 
complete relief. 
GOOD 

Returned to work 
at 74% mo. post- 
injury with 
complete relief. 
GOOD 
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FIGURE NO. VI 
SUMMARY OF YEARLY TREATMENT TYPES 
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[anual laborers, such as drillers, welders, 
truck drivers made up 170 cases, or 
People involved in lighter types of 
upations such as nursing, teaching, and 
‘uiting tables made up 100 cases, or 31%. 
‘he remaining 13% were housewives whose 
rk might be of either type. 


Clinical Picture 


irrespective of whether there is a history 
of trauma, the painful syndrome of tennis 
elbow comes on gradually. It is character- 
ized by dull aching about the lateral aspect 
of the elbow joint but becomes a very sharp 
pain, radiating down the forearm with a 
grasping action of the hand and rotation 
of the forearm. Grasping requires a setting 
of the common extensor group on the lateral 
epicondyle and any rotation of the forearm 
places stress on this extensor group. The 
pain is so severe that even small objects, 
such as a teacup, may be dropped. Gen- 
erally there is no swelling or discoloration 
about the lateral elbow region. As has been 
mentioned, the most common sites of pain 
are over the tip of the lateral epicondyle of 
the humerus, and pressure here reproduces 
the sharp and intensified pain. X-ray 
changes in tennis elbow are uncommon. In 
this series x-ray changes were found in 53 
cases, or 17%. These changes are shown in 
Figure 3. 


The right arm was involved in 207, or 
62%. 
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The left arm was involved in 938, or 


29%. 
Th. 


Symptoms were bilateral] in 18, or 


From 1939 to the present time, at the Bone 
and Joint Hospita! and McBride Clinic 307, 
or 97% of the patients, were treated by con- 
servative measures. Eleven patients were 
treated by surgical means. Types of treat- 
ment reported in the literature include a 
wide variety of measures (see Figure 4). 


Surgical Treatment 


Of the eleven patients with tennis elbow 
treated surgically, two had poor results. It 
is of interest to note that all eleven of these 
were industrial, all were manual. laborers 
and all had definite history of trauma to 
the elbow. All patients were treated with 
conservative measures for a period of at 
least six months without relief before sur- 
gical means were employed. 


Different operative procedures were used. 
These included fasciotomy of the common 
extensor muscle belly.;. partial excision of the 
epicondyle; periosteal stripping; excision of 
the bursa, and various combinations of these 
procedures. 


The average amount of time lost before 
work could be resumed was five months. 
(Refer to Figure 5 for summary of surgical- 
ly treated patients.) 














FIGURE NO. -VII 
NUMBER OF TREATMENTS AND RESULTS 
Year TREATMENT No. of NO. OF TREATMENTS RESULTS 
cases REQUIRED Complete No 
1 2 3 4 5 Other Relief Relief 
No specific = 
1939 Rest at home, 
to home Physical 
1945 Therapy, etc. 
1945 Surgery 0 
Manip. + sling 1 1 0 0 0 0 oO 1 0 
Inj. Novocain 7 5 2 0 0 0 oO 7 0 
Physical Therapy 2 0 0 0 0 0 1 month 2 0 
Total 10 10 0 
1946 Surgery 0 
Inj. Novocain 6 4 2 0 0 0 0 6 0 
Deep X-Ray Therap. 4 0 0 0 0 0 3 weeks 4 0 
Total 10 10 0 
1947. Surgery 0 
Physical Therap. 1 0 0 0 0 0 1 month 1 0 
Total 1 1 0 
1948 Surgery 0 
Deep X-Ray Therap. 2 0 0 0 0 0 3 weeks 2 0 
Cast 1 1 0 0 0 0 0 0 
Inj. Novocain il 9 2 0 0 0 0 11 0 
Physical Therap. 1 0 0 0 0 0 1 month 0 
Total 15 15 0 
1949 Surgery 1 1 0 
Inj. Novocain 11 9 2 0 0 0 0 9 2 
Deep X-Ray Therap. 1 0 0 0 0 0 3 treat. 1 0 
Oral = Dolophine + 
Tolserol 1 0 0 0 0 0 Unknown-seen only once 
Oral Hormone 3 0 0 0 0 0 1= unknown 0 0 
1 = 7. 1 0 
L-= 3 mo. 0 1 
Sling 1 0 0 0 0 0 1 month 0 1 
Vitamins 1 0 0 0 0 0 2 weeks 0 1 
Physical Therap. 1 0 0 0 0 0 1 month 1 0 
Cast 2 2 0 0 0 0 2 0 
Total 22 15 5 
1950 Surgery 0 
Inj. Novocain 8 5 2 1 0 0 8 0 
Cast 1 1 0 0 0 0 0 0 1 
Physical Therap. 2 0 0 0 0 . t= he: 
he =o wes: 2 0 
Oral Hormone 1 0 0 0 0 0 1 month 1 0 
Deep X-Ray Therap. 1 0 0 0 0 0 3 treat. 1 0 
Oral Prednisolone 1 0 0 0 0 0 3 wks. 1 0 
Total 14 13 1 
1951 Surgery 1 1 0 
Inj. Hyaluronidase 1 1 0 0 0 0 0 1 0 
Inj. Novocain 12 3 1 0 0 O 11 1 
Deep X-Ray Therap. 3 0 0 0 0 0 1= 8 treat 
1 = 5 treat. 
1 = 6 treat. 3 0 
Total 17 17 0 
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1952 


1953 


954 


1956 


1957 


1958 


1959 





Surgery 
Inj. Hydrocortisone 
Inj. Novocain 


Deep X-Ray Therap. 


Oral Hormone 

Inj. B-12 

Cast 

Inj. Wyadase 
Total 


Surgery 

Inj. Hydrocortisone 

Oral Butazolidin 
Total 


Surgery 

Inj. Hydrocortisone 
Oral Thorazine 
Cast 

Inj. Novocain 

Oral Hormone 


Physical Therap. 
Butazolidin 
Total 


Surgery 
Oral Butazolidin 


Physical Therap. 
Inj. Hydrocortisone 
Oral Cortisone 
Splint 


Deep X-Ray Therap. 


Oral Hormone 
Total 


Surgery 


Inj. Hydrocortisone 
Oral Butazolidin 


Deep X-Ray Therap. 


Splint 

Total 
Surgery 
Physical Therap. 


Inj. Hydeltrasol 

Inj. Hydrocortisone 

Oral Butazolidin 
Total 


Surgery 

Inj. Hydrocortisone 

Inj. Prednisolone 

Oral Butazolidin 

Manip. + Cast 

Physical Therapy 
Total 


Surgery 

Inj. Hydrocortisone 

Inj. Prednisolone 

Inj. Hydeltrasol 
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Physical Therap. 
Total 
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Conservative Treatment 


Most authors think that with conserva- 
tive measures relief can be obtained. From 
a review of the 307 cases treated without 
operation, we found that relief can be ob- 
tained with a variety of drugs, however, a 
more rapid recovery can be accomplished 
by injections of the newer glucocorticoids 
(Figure 6). This chart shows the evolution 
and the types of treatment up to the present 
time in the 318 cases reviewed from the 
Bone and Joint Hospital and McBride Clinic. 


Figure 7 is a resume by year of the dif- 
ferent types of treatment and the results 
of each. Relief of the pain was accomplished 
by use of such products as oral sex hor- 
mones, vitamins, Tolserol,;and Thorazine. 


Recurrence of tennis elbow after a “cure” 
has been discussed in the literature as a 
rarity. Current experience is against this 
as a principle. In this series 17, or 5%, of 
the 318 cases had recurrence. The time after 
the original cure varied from one to seven 
years. In three cases there were two re- 
currences. 


Summary 


1. The clinical picture of tennis elbow is 
that of persistent dull ache about the lateral 
epicondylar region of the elbow which is in- 
tensified to a sharp radicular pain down the 
forearm by grasping motions of the hand 
and rotation of the forearm. 


2. The etiology is multiple but the exact 
cause is unknown. 


3. Pain is most common over the tip of 
the lateral epicondyle of the humerus. 


4. X-ray changes are uncommon. 


5. Males are predominantly involved, 7 
to 3. 


6. The most common age bracket is from 
forty to fifty years. 


7. Trauma is reported in about one-half 
of the cases. 


8. The syndrome most commonly _in- 
volves manual laborers. It is rare in ath- 
letes, and is particularly rare in tennis 
players. 
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9. The right arm is most commonly §- 
volved, however, in some patients biolate a] 
involvement may be seen. 


10. The majority of patients can je 
treated with conservative measures with x- 
cellent results. 
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i Study of the Roentgen Appearance of 
( anial Vault Sutures: Correlation 
\ ith Their Anatomy 


HN B. CHRISTENSEN, Ph.D.,* ERNEST LACH- 
\N, M.D.,** and ALICE M. BRUES, Ph.D.*** 


1, J. Roentgenol., Rad. Therapy & Nuclear Med., 83: 
( 1960 


n addition to representing a pitfall in the diagnosis 
skull fractures, the roentgen appearance of cranial 
ilt sutures is of interest to the radiologist because: 
it furnishes important evidence in the diagnosis of 
iormal acceleration or delay of sutural fusion; and 
it offers a means of evaluating physiologic matura- 
1 throughout life and at ages where other indicators 
skeletal differentiation have lost their usefulness. 


n order to test the reliability of the roentgen evalua- 
n of the sutural status a comparative study was 
ide which correlates the radiologic findings on the 
vault sutures of 26 intact cadaver heads with the re- 
Its of direct observation on the external and internal 
aspects of the calvaria of the same heads after re- 
moval of all soft tissues. It was found if no suture 
ne is seen on the roentgenogram, that the endocranial 
iture is at least three-fourths closed. A suture which 
is open anatomically on its outer and inner aspects 
invariably demonstrable on the roentgenogram, 
either as an intermittently open line or more com- 
monly as a completely open line. If the suture is 
closed endocranially, but open ectocranially, all vari- 
ants of radiographic findings occur from disappear- 
ance of the suture line to complete patency. Frequent- 
ly and surprisingly, intermittently or completely open 
radiographic suture lines were visible in skulls, in 
which both ecto- and endocranial surfaces were three- 
fourths to fully closed. Radiographically open suture 
lines seem to increase in frequency when calvaria with 
ecto- and endocranially open sutures are compared 
with crania displaying beginning endocranial fusion. 


Statistically proved is the paradoxical increase in su- 
ture visibility when we compare skulls with endo- 
cranial fusion and ectocranial patency with skulls in 
which endocranial fusion is combined with beginning 
closure of the ectocranial aspect. It is suggested that 
this radiographic ‘“‘opening-up’’ of the suture may be 
explained: a) by bone absorption in the diploe oc- 
curring with suture closure of the ecto- and endo- 
cranial surface aspects, or b) by the plane of the 
suture assuming a more favorable angle for visibility 
as the suture begins to close. Either of these possi- 
bilities would result in increasing visibility of the 
sutural gap in the diploe. 


The dentations of a suture extend through the depth 
{ the suture into the diploe and beyond. Even the 
lural aspect of the suture shows more serrations than 
S generally believed. It is suggested that the roent- 
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enologic appearance of a suture is based on its total 
cross section and that it therefore may give a better 
indication of the sutural status for purposes of an- 
thropological, physiological, and age evaluation than 
the anatomical appraisal of only its surface aspects. 
*James Picker Foundation Fellow in Radiological Research 
1958-1959; at present: Assistant Professor of Anatomy, George 
Washington University, Washington, D.C. 


**Professor and Chairman, Department of Anatomy. 
***Associate Professor, Department of Anatomy. 


Variations in Endocrine Gland Function 
In Postpartum Pituitary Necrosis 


CARL W. SMITH, JR.,* and R. PALMER HOWARD** 
The Journal of Clinical'Endocrinology and Metabolism 
19: 1420-1436, Nov., 1959 


Postpartum pituitary necrosis in 4 patients was mani- 
fest by classic panhypopituitarism with secondary in- 
sufficiency of the thyroic, adrenal cortex, and ovary. 
Three other patients presented atypical syndromes 
characterized by virtually normal thyroid function, 
variable degrees of adrenocortical insufficiency, and 
normal to slightly elevated urinary excretion of gona- 
dotropin, with or without the resumption of menses. 
Low 24-hour thyroidal I'* uptakes were associated 
with low urinary gonadotropin levels, and normal up- 
takes with higher gonadotropin levels. It is inferred 
that in some cases of postpartum pituitary necrosis 
there may be decreased ACTH secretion, nearly nor- 
mal TSH secretion, and restored gonadotropin secre- 
tion which, however, may not be adequate for normal 
ovarian function. 

*Assistant Professor of Medicine. 


*Associate Professor of Research Medicine, Cardiovascular 
Section of the Oklahoma Medical Research Foundation. 


Effects of Parathyroid Extract (PTE) on 
Serum and Kidney Utilizing Sulfur-35 


R. H. BRADFORD,* R. P. HOWARD,** W. JOEL,*** 
and M. R. SHETLAR.**** 
Fed. Proc. 18: 196, 1959 


This laboratory has previously shown that large 
doses of PTE (Lilly & Co.) produce renal calcifica- 
tion and elevated serum glycoprotein and seromucoid. 
In studying the possible role of glycoproteins in the 
calcification process, we have utilized Na:S*O, (Dzie- 
wiatkowski, J. Exptl. Med. 93: 451, 1951). A control 
group of Holtzman rats were given only the sulfate; 
a second group was given the sulfate, then 250 units of 
PTE in 3 days. Paper electrophoresis of the individual 
serum samples from the PTE-treated animals revealed 
marked and significant decreases of both albumin pro- 
tein and albumin glycoprotein fraction, while the glo- 
bulin fractions were increased. There was almost 
twice the radioactivity, most nondialyzable, in the 
pooled sera of the PTE-treated animals as in the con- 
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trols. Continuous electrophoresis of these sera revealed 
that both had a radioactivity peak in the alpha globulin 
region. Kidney homogenates were fractionated by solu- 
bility techniques. The PTE-treated group had more 
radioactivity in almost all fractions; much of this was 
non-dialyzable. Subsequent perchloric acid treatment 
resulted in 2 sub-fractions from the PTE-treated group 
which, on paper electrophoretic analysis, had Alcian 
blue positive areas. Radioautographic study of kidney 
sections revealed localized areas of radioactivity over 
the calcified lesions in the PTE-treated group. 

*Research Associate, Endocrinology Section, Oklahoma Med- 
ical Research Foundation. 

**Associate Professor of Research Medicine; Endocrinology 
Section, OMRF. 


***Professor of Pathology. 
****Professor of Biochemistry. 


Antagonistic Effects of Cortisone and 
Parathyroid Extract on Serum 
And Kidney Components 


REAGAN H. BRADFORD,* R. PALMER HOWARD,** 
WALTER JOEL,*** and M. R. SHETLAR.**** 
Program, Am. Chem. Soc., March, 1959 


Parathyroid extract (PTE) has previously been shown 
to elevate serum calcium, glycoprotein, and seromu- 
coid, as well as produce increased renal polysaccharide 
accompanied by calcification (Sheltar, M. R., et al., 
Endocrinology, 59, 532 (1956). Cortisone, administered 
simultaneously with PTE, has been found to antagnoize 
the PTEeffects on serum calcium and renal calcifica- 
tion (Laron, Z., et al., A.M.A. Arch. Path., 65, 125 
(1958). In continuing our investigations of the calcifi- 
cation process utilizing PTE, we have determined the 
effect of cortisone on certain other aspects of the 
PTE-induced alterations in serum components and 
kidney which may be of importance in this process. 


Three groups of Holtzman rats were injected twice 
daily for 3 days with either cortisone acetate (total of 
30 mg.), PTE (total of 2.70 ml.), or PTE (2.70 ml.) 
and cortisone (30 mg.); a fourth received no treat- 
ment. All were sacrificed 72 hours after the first in- 
jection. 


Chemical determinations on the individual serum 
samples revealed that the marked elevation of total 
serum glycoprotein produced by PTE was not obtained 
when cortisone and PTE were administered simul- 
taneously. Further, the striking alteration in electro- 
phoretic fractions of both serum protein and serum 
glycoprotein resulting after administration of PTE 
alone did not occur when it was administered with 
cortisone. 


The histochemical study of the kidney sections uti- 
lizing the hematoxylin and eosin staining technique in- 
dicated a marked reduction in PTE-induced calcifica- 
tion when both PTE and cortisone were given, thus 
confirming the above-noted work of Laron, et al. We 
have further substantiated this observation by apply- 
ing the Kossa staining technique which may be used 
for a more positive demonstration of calcium. Of 
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similar interest to a study of the calcification proce 
are our data showing that renal polysaccharide ar 
acid mucopolysaccharide, markedly increased by PT! 
administration, are only moderately increased abo: 
normal when cortisone is simultaneously given. 

*Research Associate, Endocrinology Section, Oklahoma Mec 
cal Research Foundation. 

**Associate Professor of Research Medicine; Endocrinolo 
Section, OMRF. 


***Professor of Pathology. 
*“**Professor of Biochemistry. 


The Oral Yeast-Lactobacillus Relationship 
ll. Yeast-Lactobacillus-Saliva 
Interrelationships 


THOMAS E. WILSON* and PAUL W. GOAZ.** 
Journal of Dental Research, 38: 1044-1051, Sept.-Oc' 
1959 


In a diphasic culture system, an oral strain of Ca 
dida albicans is an active donor of materials with p: 
ridoxamine, calcium pantothenate, niacin, and rib 
flavin activity. The C. albicans did not supply a sig 
nificant amount of folic acid, or any essential amino 
acid, except lysine. Pooled, whole saliva contained al 
of the vitamins, and eight of the eleven amino acids 
essential for the growth of lactobacillus. In the pres- 
ence of saliva, the syntrophic effect of the yeast, at 
tributed to the release of vitamins, was minimized, 
due to availability of these same factors in the saliva 

*Department of Bacteriology, Southwestern Louisiana In- 


stitute, Lafayette, Louisiana. 
**Assistant Professor in Research Dental Surgery. 


The Pharmacology of Placebos 
STEWART WOLF.* 
Pharmacological Reviews, 41: 689-704, Dec. 1959 


It is important to realize that every contact with a 
physician may be a meaningful situation to the pa- 
tient, and, hence, may set off visceral responses which 
can have salutary or adverse effects on his health and 
well-being. A placebo in the form of a drug may 
potentiate such effects. So may a host of rituals and 
procedures including surgery and a variety of forms 
of psychotherapy. To establish the intrinsic worth of 
any therapeutic maneuver, a well-designed and prop- 
erly controlled test situation is required. The thera- 
peutic experiment requires skill, experience and so- 
phistication. Until recently, however, few highly quali- 
fied investigators had caught its challenge. It is hoped 
that their efforts will supplant those of the legions of 
amateur investigators who, year after year, convert the 
free pills of the detail men into enthusiastic print. 
Pickering..has referred to the controlled therapeautic 
trial as the most important medical development of 
the past ten years (49). Recognition of the power and 
the properties of the placebo has been an important 
part of this development and the placebo, for an un- 
derstanding of the extensive bodily changes it may in- 
duce, has gained a more dignified place in the thera- 
peutic armamentarium. 


*Professor of Medicine, Consultant Professor of Psychiatry 
Neurology and Behavioral Sciences. 
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. {hn W. Kelly, Ph.D., Receives 
( uggenheim Fellowship 


John W. Kelly, Ph.D., associate profes- 

‘of anatomy, has received a $3,600 Gug- 
¢ nheim Foundation fellowship in support 
« his plans to do cell research at the Med- 
i :1 Nobel Institute of the Karolinska Insti- 
t -et in Stockholm. 


He will resign from the University of 

( .lahoma School of Medicine faculty this 
nmer to go to Sweden for a three-year 
iy at the Nobel Institute, where he will 
idy the quantitative cytochemistry of nu- 
oprotein synthesis in normal and neo- 
istic cells. 


Doctor Kelly came here last fall from 
Medical Coilege of Virginia. This is his sec- 
ond Guggenheim award and his second ap- 
pointment to the Institute. He was a Gug- 
genheim guest investigator there in 1957-58. 


Alpha Omega Alpha 
Inducts Seventeen 


Alpha Omega Alpha inducted 17 men 
April 19 at the annual initiation banquet at 
the University of Oklahoma Medical Center. 
Speaker was Robert H. Ebert, M.D., director 
of Medicine at University Hospitals of Cleve- 
land and Western Reserve University, who 
also gave the medical honorary’s spring lec- 
ture for students and faculty. 


Initiates included three faculty members, 
Gilbert S. Campbell, M.D., Ph.D., professor 
of surgery, Harold G. Muchmore, M.D., as- 
sistant professor of Medicine, and Louis J. 
West, M.D., professor and head of the De- 
partment of Psychiatry. 


Students inducted: Edward N. Brandt Jr., 
‘arietta; Timothy Hardin Dennehy, Tulsa; 
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Bobby Gene Eaton, Weatherford; Paul Ed- 
win Kaldahl, Oaks; Herbert Harold Lena- 
baugh, Hinton; Leo Meece, Frederick; War- 
ren F. Ricchetti, Konawa, and Philip Jud- 
son Campbell, Donald C. Gilliland, William 
Mott Johnson, and Paul Albert Leap, Okla- 
homa City, graduating seniors; Robert F. 


Bell, Seminole; Victor L. Robards, Tahle- 
quah, and Jane Self, Tulsa, juniors. 


Marvin R. Shetlar, Ph.D., Appointed 
Professor of Biochemistry 


Marvin R. Shetlar, Ph.D., a faculty mem- 
ber since 1948, was promoted from associate 
professor to professor of biochemistry in 
recent action of University of Oklahoma 
Regents. 


At the same time, one addition to the part- 
time faculty was approved. Thomas E. Nix 
Jr., M.D., a 1952 graduate of Northwestern 
University Medical School, was appointed 
junior clinical assistant in dermatology. He 
is a former instructor in the Department of 
Medicine at Tulane University Medical Cen- 
ter. 


Phillip C. Johnson, M.D., Leaving 


Philip C. Johnson, M.D., associate profes- 
sor of medicine and chief of radioisotope 
service at the Oklahoma City VA Hospital, 
will leave the Medical Center July 1 to join 
the faculty of Baylor University College of 
Medicine, Houston. 


Doctor Johnson has been appointed associ- 
ate professor of medicine at Baylor and will 
direct the radioisotope laboratory at Meth- 
odist Hospital. He came to the OU School of 
Medicine in 1955; developed the radioisotope 
service at VA. 






ecial _Ay icle 


Factors Relating To 


Physician Distribution in Oklahoma 
1950-1959 


Part IV of a Series** 


Before the relationship between physician 
distribution and hospital construction and 
operation can be studied further, it will be 
necessary to deal with the question brought 
up earlier in Part II regarding the influence 
of physician concentration on physician mi- 
gration. The initial determinants of phy- 
sician concentration in a free enterprise sys- 
tem are simultaneously the determinants of 
their distribution. Some of these factors 
have been dealt with previously. 


In contrast to the usual direct relationship 
between population concentration and popu- 
lation organization, referred to at the be- 
ginning of Part II, an inverse relationship 
may be observed in situations of relative iso- 
lation. Particularly, in situations of isola- 
tion, it is recognized that the best use of 
available skills and manpower are realized 
through organization. The wagon train and 
the frontier fort were early examples of 
this, and illustrate not only the phenomenon 
of organization but also its subphenomenon 
of division of labor. 


*All three of the authors are with the Department of Pre- 
ventive Medicine and Public Health, University of Oklahoma 
School of Medicine; Doctors Hagans and Fisher are also with 
the Biostatistical Unit of the Department of P.M. and P.H.; 
in addition, Doctors Lowe and Hagans serve with the Depart- 
ment of Medicine. 

**Part III appeared in the April 1960 issue of this Journal. 
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ROBERT C. LOWE, M.D.* 
JAMES A. HAGANS, M.D.* 
PEARL FISHER, Ph.D.* 


Group medical practice is a particular 
form of concentration and organization for 
making medical care available at the “op- 
erating level” (speaking in the functional 
rather than the surgical vernacular!). This 
form of practice became known to the pub- 
lic early through a spreading knowledge of 
major “clinic” organizations in various 
parts of the country. The initiation and 
growth of clinics has been a slow and lim- 
ited process. Its development has, however, 
demonstrated a variability consistent with 
that of other free enterprise endeavours in 
the United States, and has also served, es- 
pecially in the larger groups, to offset for 
the public the disadvantages of dispersal of 
skills brought about by specilization.*** 


***In a recent study of medical education (The Student- 
Physician; ed. Morton, R. K. et al, Harvard U. Press. 1957) 
an appendix of several pages is devoted to a semantic dis- 
claimer of Socialism. in a study of present day medical edu- 
cation for practice, vis a vis the variety of need situations, 
coming out of a setting which emphasizes comprehensive care 
and teaching, it is startling to find no mention of group prac- 
tice, to which that setting has been compared. The authors 
of the present series have taken for granted that there is n 
need to prove the obvious: that there is no inherent connec- 
tion of group practice with any political or economic phil- 
osophy. 
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ection 
Net Change in No. of M.D.’s (from Section B): 


ommunity Size 


500-6000 —12 
5000-10,000 —15 
10,000-20,000(1) —27 
10,000-20,000(2) —14 
20,000-38,000 +8 





Migration and Replacement of M.D.’s in Communities with and without 


(% range) Col. 1 Col. 2 
community Avg. & % % M.D.’s % M.D.’s 
Size M.D.’s in Gr. Pr. remaining New 
section 
i. No group practice: 
500-6000 0.0 47.3 38.7 
000-10,000 0.0 60.4 33.3 
0,000-20,000 0.0 66.7 26.0 
),000-38,000 0.0 72.2 37.3 
ection 
Group Practice: 
(50-100) 
300-6000 78.1 51.4 43.8 
(44.4-83.3) 
00-10,000 97.1 51.2 37.8 
(40.0-53.3) 
),000-20,000(1) 45.8 62.9 20.2 
(17.0-31.1) 
),000-20,000(2 ) 26.1 58.4 42.7 
(6.6-29.2) 
),000-38,000 15.8 71.5 39.5 


Individual Practice 


*Estimated loss from 1950 level calculated from all M.D.’s in same proportion as loss (or 
gain) for those in individual practice in 1950. 





Group Practice; 1950-1959 


Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 
% total % M.D.’s 1959 % % change 
change replaced ¢ 60 ¢ 60 > 
—15.6 63.2 72.3 — 1.6 —41.5 
— 9.4 76.2 64.6 — 3.1 —19.0 
— 9.9 70.4 73.2 0.0 —29.6 
+13.4 151.8 80.9 +27.1 —22.2 
— 8.6 82.4 90.6 +38.1 —64.3 
—14.0 66.7 78.4 — 6.5 —33.3 
—20.0 43.6 73.8 —10.1 —37.0 

0.0 100.0 72.0 +125 —27.6 

+12.0 140.0 73.4 +25.0 —13.0 


% of Est. Loss* 


Group Practice Offset by Gr. Pr. 


+13 75.0 
+10 47.6 
+12 39.1 
+10 20.0 
+15 167.0 











TABLE VII 


No one objectively doubts that the medical 
service pattern in small communities and 
farm populations is changing. Individual 
medical practice is decreasing in these areas 
for justifiable and well recognized reasons. 
This would be of no real concern to these 
segments of the population nor to the medi- 
cal profession if the need was always elec- 
tive and/or travel time to the nearest large 
community was always such as to encourage 
a high and early standard of use of preven- 
tive, diagnostic and treatment services avail- 
able from the physicians practicing in the 
larger centers. 


[t should also be recognized by the pub- 
lic, and of course it is not, that stability in 
its supply of good local medical care depends 
upon its use of it. A reviewer’s note quoted 
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in a 1950 study of Belcher (2) on service 
utilization by farmers states that, 


“For example, it has been found that in 
certain areas rural families will travel 
great distances for a doctor and medical 
care, even though the same quality of 
service may be available near by. On the 
other hand, in areas sometimes not more 
than 100 miles distant, rural families are 
taking advantage (sic) of the nearest 
doctor and medical services.” 


This is an important aspect of the prob- 
lem. At first thought it suggests that the 
long distance search is determined by non- 
objective relative status assigned by the 
public to the sources from which medical 
services may be sought. It requires further 
study. 























ra 
Analysis of Table VII by Number of M.D.’s in Groun Practice and Individual Practice, 
According to Community Size; 1950-1959 
Section 1 
1950 1959 
Col. 1 Col. 2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 
Community No. of No. M.D.’s No. M.D.’s No. M.D.’s No. M.D.’s % of all M.D.’s in Gr. Pr. 
Size towns in Ind. Pr. in Gr. Pr. in Ind. Pr. in Gr. Pr. 1950 1959 
1500-6000 50 233 18 189 31 Vz 14.8 
6000-10,000 9 91 12 68 22 11.7 24.4 
10,000-20,000 12 224 36 170 58 14.4 25.4 
20,000-38,000 8 220 15 241 30 6.4 ja | 
Section 2 Section 3 
Community % M.D.’s (60 % M.D.’s (60 % of Est. 
Size Ind. Pr. Gr. Pr. Community Net Change Loss Offset 
Size Ind. Pr. Gr. Pr. by Gr. Pr. 
1500-6000 71.7 93.5 
6000-10,000 62.9 100.0 || 1500-6000 — +13 22.7 
10,000-20,000 71.2 qs.1 || Seee-te.e00 —- bps %.2 
20,000-38,000 79.0 89.3 10,000-2,000 = fi 33.9 
Average 73.3 93.4 20,000-38,000 + 21 15 53.5 
*See footnote in Table VII—Section C. 
TABLE VIII 


Martin (3), discussing the 1959 AMA 
survey on group practice, pointed out that 
Oklahoma M.D.’s comprised 1.03% of all 
M.D.’s in the United States, and that 4.27% 
of all group practices existed in Oklahoma, 
including 2.45% of all M.D.’s in group prac- 
tice in the U. S. and 12.0% of M.D.’s in 
Oklahoma. Although limited, the phenome- 
non of group practice is sufficiently de- 
veloped in Oklahoma to lend itself to quan- 
titative analysis in relation to the migration 
and distribution of physicians. 


Table VII—Section A, presents the data 
on communities by increasing size, with hos- 
pitals, in which there are no organized 
groups practicing. The data is tabulated in 
a manner similar to that of Table VI in Part 
III of this series, with the exception of 
Column 4 which presents, in addition, the 
per cent replacement of M.D.’s lost between 
1950 and 1959. The community size group- 
ing differs also, being determined by the 
distribution of group practice according to 
community size. Although the data are not 
exactly comparable because of the latter 
qualification, it can be seen that the trends 
and sense are similar to those of the “ur- 
banized” category in Table VI. 


Table VII—Section B, presents the data 
on these communities with organized prac- 
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ticing groups arranged according to com- 
munity size. The first three categories (1500 
to 6000, 6000 to 10,000, 10,000 to 20,000 
[1]) include communities with more than 
40% of M.D.’s practicing in groups as of 
January 1, 1959. The last two categories 
(10,000 to 20,000 [2], and 20,000 to 38,000) 
include communities with less than 40% of 
M.D.’s in group practice in 1959. The form- 
er categories show a decreasing average 
per cent of M.D.’s in group practice with 
increasing community size. (Five communi- 
ties were excluded, two in the 1500-6000 
class because the per cent of physicians in 
group practice fell below 40% ; and three in 
the 10,000 to 20,000 [1] class because the 
data for group practice could not be clearly 
defined or verified.) 


Comparison of the figures in Section B 
with those for the corresponding community 
size without group practice in Section A re- 
veals: 


(1) ‘there are no obvious differences in 
the data for communities of 20,000 to 
38,000 population with and without group 
practice. 


(2) communities of 10,000 to 20,000 (2) 
population with an average of 26.1% of 
M.D.’s in group practice and those of 
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500 to 6000 population with an average 
f 78.1% of M.D.’s in group practice 
how a greater per cent replacement and 
ywer net loss of physicians than do their 
yunterparts without group practice. 


3) the communities of the first three 
ize categories, having the greater pro- 
ortion of their M.D.’s in group practice, 
iow a progressive net loss and decreas- 
ig per cent replacement in relation to in- 
‘easing community size. 


able VIII presents a more detailed anal- 
ys ; of physician migration and replacement 
in those communities with group practice. 
Ti. actual number of practicing M.D.’s is 
p: sented since the heavy weighting towards 
in ividual practice is obscured when com- 
prison is made on a percentage basis. 


t is immediately evident in Section 1 that 
what might be construed as a remarkable 
growth of group practice on a percentage 
basis (Col. 3 & 5) results from (1) the small 
number of physicians in group practice to 
those in individual practice, and (2) a con- 
comitant decrease of physicians in individ- 
ual practice and a smaller increase of those 
in group practice (Col. 2 & 4; Col. 3 & 5; 
and Section 3). Some might also contend 
that group practice represents an increased 
competitive hazard to individual practice. 
Be that as it may, it is obvious from our 
data that the decreasing proportion of 
M.D.’s in group practice, accompanying in- 
creasing community size (up to 20,000 pop- 
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ulation), Table VII—Section B, does not 
offset the losses from individual practice 
(Table VII—Section C). Furthermore, a 
chronological study indicates that the initia- 
tion or growth of group practice follows 
losses from individual practice.* 


The lower average age of physicians in 
group practice, represented by the data in 
Table VIII—Section 2 probably reflects the 
relative newness of the phenomenon. This 
interpretation is strengthened by the fact 
that 10 of the 27 groups existing in these 
communities as of January 1, 1959 did not 
exist in 1950. 


The phenomenon of group practice as it 
has developed and now exists in the state of 
Oklahoma suggests that the application of 
the large “clinic” principles of organization 
and the division of labor in the development 
of small groups is a means whereby medical 
practice may be carried on and stabilized 
in certain situations, which in themselves 
are uncongenial to individual practice. It 
thereby can continue, in Oklahoma at least, 
to provide an adaptive mechanism to meet 
public need for medical services in circum- 
stances to which it is peculiarly fitted and 
to an extent appropriate to these needs. 


The next and concluding article of the 
series will present data relevant to the re- 
lationship between hospital bed and phy- 
sician distribution. 


*Unpublished data on turnover of physicians, 1950 to 1959, 
in communities with practicing groups in 1959. 


On May 13 and 14 I attended a conference on Prepaid Medical Care in Chicago, 
conducted by the American Medical Association. At this meeting were representatives 
of labor, the Blue Plans, doctors, commercial insurance companies and governmental] 
agencies. It was most impressive to visit with over two hundred men from all parts 
of the country and listen to the panel discussions which the A.M.A. had set up. The 
discussions were lively and the exchange of information should be of great help to 
all areas. 


The question of service versus indemnity plans cannot be settled by a conference 
or two of this sort, but the healthy discussions engendered do present both sides fair- 
ly. Indeed, it seemed to me that it was pretty definite that what works in one area 
will by no guarantee work successfully in another. 


But aside from all the preferences for one type plan or another it has become 
pretty obvious that the third party is definitely here with the doctor and his patient 
and apparently is going to remain, even if it is only on a check list basis for proper 
processing of forms which the doctor has filled out. Insurance forms and itemized 
statements are the order of the day. In adjusting ourselves to this new phase of medi- 
cal economics we must not become too disturbed over purely personal dislikes of 
procedures. The mechanics can be smoothed over in due process of time. Our concern 
is that we maintain our concepts of the ethical practice of medicine. 


Walter E. Brown, M.D. 
President.. 
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Federal Employees’ Health Plan 
To Begin July 1, 1960 


Uncle Sam’s gigantic health insurance 
plan for federal employees is scheduled to 
start on July 1, 1960. Proclaimed as the 
largest and most complex employer-spon- 
sored health benefit program in the world, 
the Civil Service Commission’s program will 
cover approximately 1,800,000 federal em- 
ployees and their 2,200,000 dependents. Na- 
tionwide enrollment is being conducted dur- 
ing the month of June. 


Prior to congressional approval of the 
Federal Employee Health Benefit Act of 
1959, the government had not contributed 
to any employee health program. The act 
established a contributory plan similar to 
those used in many private industries. Es- 
timates of the total employer-employee an- 
nual cost run around 250-million dollars, 
with the government putting up about 100- 
million dollars as its share. 


Four Plans Available 


Under the law, government workers may 
choose from four types of coverage: Service 
benefit plan, indemnity benefit plan, certain 
employee organization plans, and compre- 
hensive medical plans of the group or indi- 
vidual-practice prepayment type. Nearly 
forty plans of various types have been ap- 
proved to date, but most of them are small 
ones, primarily variations of existing em- 
ployee organization plans to permit govern- 
ment contributions. 


Service versus Indemnity 


Two major plans which have been agreed 
upon are a Blue Cross-Blue Shield service 
program and a commercial indemnity plan, 
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contracted by the Aetna Life Insurance Cor .- 
pany. Aetna is expected to cooperate n:- 
tionally with some two hundred private car- 
riers who have expressed an interest in the 
underwriting. The Blues will farm the:r 
national contract out to the state plans, with 
local adjustments being made to conform to 
local policies. 


Government participation in all types of 
plans will be uniform. Single employees will 
be entitled to a government contribution of 
$2.82 per month, married employees will re- 
ceive $6.76 per month toward the cost of 
the plan they choose for their families. A 
female employee with a nondependent hus- 
band will receive $3.94 per month in federal 
assistance for a family coverage plan of her 
choice. 


In both of the major plans, high and low 
benefit options are offered, but government 
contributions remain the same. Thus, an 
employee will first select between the serv- 
ice or indemnity options, then between the 
high and low benefit options. Through a 
payroll deduction system, the premium for 
the plan selected, less the government con- 
tribution, will be deducted from the em- 
ployee’s check on a weekly, bi-monthly, or 
monthly basis. 


Total monthly premiums for the Aetna 
plan, before government contribution, are 
$5.64 (individual) and $13.52 (family) for 
the low benefit plan; $6.76 (individual) and 
$17.46 (family) for the high benefit plan. 


Total monthly premiums for the Blue 
Cross-Blue Shield plan, before government 
contribution, are $5.64 (individual) and 
$14.21 (family) for the low benefit plan; 
$7.39 (individual) and $19.37 (family) for 
the high benefit plan. 
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‘he two major plans are both more liberal 
n the majority of existing plans (for ex- 
ple, there will be no waiting period for 
ternity benefits), but they are otherwise 
ilar in benefits offered and premium 
ts to existing service and indemnity 
ns. 


As Applied to Oklahoma 


)klahoma’s 45,000 federal employees will 
ically have three major options to choose 
m in selecting a plan for themselves and 
ir dependents: Blue Cross-Blue Shield 
vice contract; Blue Cross-Blue Shield in- 
nnity plan; and, the Aetna indemnity 
n. Although some may participate in em- 
yee organization plans, such as various 
tal employees’ plans, the majority will 
ce either the Blue Cross or Aetna route. 
some features of the major plans follow. 


The Blue Cross Plan 


While the Blue Cross-Blue Shield option 

referred to nationally as a service plan, 
adjustments are being made in Oklahoma in 
order to conform to local Blue Shield pol- 
icies. In the six Oklahoma counties where 
Blue Shield service contracts exist( Gar- 
field, Grant, Rogers, Craig, Ottawa and Del- 
aware) the high level benefit plan for Blue 
Shield will be offered to federal employees 
on a service basis. The low level benefit 
plan for Blue Shield will be offered on an 
indemnity basis, as it will be in the remain- 
ing seventy-one counties of the state where 
no service contract is in force. Federal em- 
ployees in the “indemnity” counties may also 
purchase the high level benefit plan, but 
on an indemnity basis. 


Thus, federal workers in the six counties 
may select from either service or indemnity 
as pertains to Blue Shield payments. Work- 
ers in the other counties may select either 
high or low benefit indemnity plans. Blue 
Cross will be on a service basis in all coun- 
ties. 


Premiums for the six service counties are 
as follows: Blue Cross-Blue Shield (serv- 
ice) $7.39 per month for an individual, and 
$19.37 per month for a family; Blue Cross- 
blue Shield (indemnity) $5.64 per month 
‘or an individual, and $14.21 per month for 
| family. 
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For the remaining seventy-one counties, 
the rates for indemnity coverage are: Blue 
Cross-Blue Shield low benefit level plan— 
$5.64 per month for an individual, and 
$14.21 for a family; Blue Cross-Blue Shield 
high benefit level plan—$7.39 per month for 
an individual, and $19.37 for a family. 


Benefits 


In Oklahoma, there will be no income lim- 
its applicable to the service contracts in the 
six service counties. Thus, all employees 
who purchase the high level service plan will 
receive up to 120 days per admission in the 
hospital, other hospital supplies and serv- 
ices, and medical and surgical care without 
additional cost. 


From an indemnity standpoint, the high 
option also covers 120 days per admission, 
but the low option is reduced to 30 days, as 
well as a lower fee schedule for physicians’ 
services. 


As previously indicated, hospital benefits 
will be on a service benefit basis for all Blue 
Cross plans, regardless of the county of resi- 
dence. The “indemnity” plans, however, re- 
gardless of high or low level benefits, will 
enable the physician to bill the patient above 
the Blue Shield payment, if necessary. A 
partial list of the high and low option fee 
schedules is printed below (high option 
benefits will be accepted as full payment in 
service areas) : 


Sample Fee Schedule 
Actual charges up to 


HIGH LOW 
OPTION OPTION 


$150.00 $100.00 
225.00 150.00 
Breast Tumor removal 50.00 35.00 


Breast, radical removal, both 300.00 200.00 
radical removal, one 200.00 135.00 


100.00 65.00 
Tonsillectomy 50.00 30.00 


SURGICAL BENEFITS 
Appendectomy 
Cholecystectomy 


Submucous Resection 


Hemorrhoidectomy, 
internal and external 100.00 65.00 
external only 40.00 25.00 
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Herniotomy, single, inguinal 150.00 100.00 , 


Prostatectomy, 

transurethral resection 225.00 150.00 
Thyroidectomy 225.00 150.00 
Cataract, removal of, 

unilateral 225.00 150.00 
Cystosccopy with biopsy 30.00 20.00 

with stone removal 75.00 50.00 
Brain cyst, excision of 300.00 200.00 
Fracture of thigh (neck of 

femur), open reduction 300.00 200.00 
Fracture of leg (tibia), 

closed reduction, simple 100.00 65.00 

open reduction 150.00 100.00 
Dilation and curettage 35.00 25.00 
Circumcision (under 1 yr.) 10.00 5.00 
Mastoidectomy, simple, 

both sides 

Radical, one or both 


225.00 150.00 
300.00 200.00 


For maternity benefits, the high option 
Blue Shield payments will be accepted as 
payment in full in the service counties. Un- 
der the high option, the physician will re- 
ceive $90.00 for a normal delivery, versus 
$60.00 under the low option. Caesarean sec- 
tion fees are $150.00 and $100.00, high and 
low options, respectively. Miscarriage pay- 
ments are $60.00 and $40.00. 


The high and low option anesthesia fees 
will amount to 20% of the fee paid for 
either surgical or maternity care. A mini- 
mum payment of $15 is established under 
the high option, and $10 under the low 
option. 


Hospital benefits under the high option 
plan pay up to $100. The low option pays 
$10 per day up to ten days. 


The high option allowances for in-hospital 
medical care are: $15.00 first day; $10 sec- 
ond day; $4.00 third through tenth days; 
and, $3.00 thereafter. The low option al- 
lows $3.00 per day straight through. 


The Aetna Plan 


Under the Aetna, or national indemnity 
plan, the high level option pays the first 
$1,000.00 of calendar year’s hospital room 
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and board per person, and 80% of ary 
charge over that amount. For other hx 
pital expenses, as well as medical expens: ; 
including operations, nursing care, and pt 
sicians’ visits, the high option pays 80% 
charges over the first $50.00 per person. 


The low option pays the first $250.00 
the calendar year’s hospital room and boa 
per person, and 75% of any charge ov r 
that amount. For other hospital and me: -- 
cal expenses, the low option pays 75% © f 
charges over the first $50.00 per person. 


For maternity benefits, the high opti: 
pays $15.00 a day for 10 days for hospii. 
expenses. The obstetrician receives up <« 
$90.00 for normal delivery, $150.00 fr 
caesarean, and $60.00 for miscarriage. E: 
ployees pay the rest. The anesthetist is paic 
up to $18.00 for normal delivery, $30.00 for 
caesarean, and $12.00 for miscarriage. 


The low option maternity benefits include 
up to $10.00 a day for 10 day’s hospital care, 
$60.00 for normal delivery, $100.00 for 
caesarean, and $40.00 for miscarriage. An- 
esthesia fees are $12.00 for normal delivery, 
$20.00 for caesarean, and $8.00 for mis- 
carriage. 


Major Medical 


Both Blue Cross-Blue Shield and Aetna 
offer supplemental, or maximum benefits. 
Aetna allows $30,000 (high option) and 
$10,000 (low option) for each person, but 
pays only 75% or 80% of charges incurred 
(low and high option). The Blues offer 
high and low maximums of $10,000 and 
$2,500 during any one benefit period, with 
the benefit period ending twelve months af- 
ter hospital admission, or after ninety days 
of non-coverage following discharge. The 
maximums for two or more benefit periods 
are $20,000 (high) and $5,000 (low) for 
each person. A deductible is applied before 
supplemental benefits begin. It is $100 for 
the high option plan, and $200 for the low 
option plan. 


Determination of Eligibility 


Information regarding the eligibility of 
employees and their families will be sent to 
physicians and hospitals from the two prin- 
cipal carriers. 
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suncils, Committees 
nnounced for 1960-61 


President Walter E. Brown, M.D., has 
eased information regarding Council and 
mmittee appointments for the term of 
; administration. 


[he organizational structure is essential- 
the same as employed last year by Alfred 
Baker, M.D., immediate past president. 
ymbers of the OSMA will recall that Doc- 
’ Baker initiated a committee reorganiza- 
n plan which grouped all association com- 
ttees under an overlay of five principal 
yuncils.” The purpose of the experimental 
in was twofold: To conform as closely 
possible with the organization of the 
nerican Medical Association; and, to 
tiate much-needed streamlining and ef- 
iency in handling the myriad projects 
d problems now confronting organized 
medicine at the state level. 


How It Works 


In contrast to the previous system of 
simply using special committees under the 
direction of the President and _ policy- 


making bodies, the council system enables 
the President to delegate major activities to 
the wisdom and experience of the five prin- 
cipal councils. The councils, in turn, will 
serve in a supervisory capacity for all com- 
mittees under their direction, and also serve 
as a liaison link between the committees and 
the President and policy-making bodies. The 
plan is designed to relieve the President 
from being singularly responsible for the 
coordination and consistency of some twenty 
to forty committees which are appointed 
annually. 


Trial Plan 


Started by Doctor Baker as a one year 
trial plan, to be formalized if proven suc- 
cessful, the plan is now being tested for an 
additional year before final action. If final- 
ly adopted by the policy-making bodies, the 
formal creation of the five councils will ne- 
cessitate re-naming the association Council 
to the Board of Trustees. This action would 
obviously eliminate organizational con- 
fusion. It would also perhaps be necessary 
to re-designate the Executive Committee as 
the Executive Council. 


ORGANIZATIONAL STRUCTURE 
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COUNCILS AND COMMITTEES— PERSONNEL ASSIGNMENTS 


Port Johnson, M.D., Muskogee 
Curtis Berry, M.D., Norman 
John M. Carson, M.D., Shawnee 
W. A. Matthey, M.D., Lawton 


COUNCIL ON PUBLIC POLICY 


J. R. Stacy, M.D., Chairman 
Oklahoma City 

Marshall O. Hart, M.D. R. Q. Goodwin, M.D. 
Tulsa Oklahoma City 

John E. McDonald, M.D. Charles E. Green, M.D. 
Tulsa Lawton 

E. C. Mohler, M.D. M. Haskell Newman, M.D. 
Ponca City Shattuck 


Group Insurance 


E. C. Yeary, M.D., Ponca City, Chairman 
C. B. Dawson, M.D., Oklahoma City 
Simon Pollack, M.D., Tulsa 


COMMITTEES 


State Legislative 


R. Q. Goodwin, M.D., Oklahoma City, Chairman 
James Harold Tisdal, M.D., Clinton 

Orange M. Welborn, M.D., Ada 

M. Haskell Newman, M.D., Shattuck 

Louis H. Ritzhaupt, M.D., Guthrie 

William N. Weaver, M.D., Muskogee 

Ceylon S. Lewis, Jr., M.D., Tulsa 


Federal Legislative 


J. R. Stacy, M.D., Oklahoma City, Chairman 
Worth N. Gross, M.D., Tulsa 

Tom S. Gafford, M.D., Muskogee 

J. Hoyle Carlock, M.D., Ardmore 

Clinton Gallaher, M.D., Shawnee 

William N. Harsha, M.D., Oklahoma City 
Paul B. Lingenfelter, M.D., Clinton 


Medico-Legal Relations 


Marshall O. Hart, M.D., Chairman, Tulsa 
Carlton E. Smith, M.D., Henryetta 
William N. Harsha, M.D., Oklahoma City 


Grievance 


Bruce R. Hinson, M.D., Enid, Chairman 
John F. Burton, M.D., Oklahoma City 
E. C. Mohler, M.D., Ponca City 

R. Q. Goodwin, M.D., Oklahoma City 
Alfred T. Baker, M.D., Durant 


COUNCIL ON INSURANCE 


Bruce R. Hinson, M.D., Chairman 
Enid 


Irwin H. Brown, M.D. 
Oklahoma City 


COUNCIL ON PROFESSIONAL EDUCATION 


R. R. Hannas, Jr., M.D., Chairman 
Sentinel 
Gregory E. Stanbro, M.D. 
Oklahoma City 
Robert M. Shepard, Jr., M.D. 
Tulsa 


COMMITTEES 


Medical School Liaison 


Gregory E. Stanbro, M.D., Oklahoma City, Chm. 
R. R. Hannas, M.D., Sentinel 

Robert W. Lowrey, M.D., Poteau 

J. H. Tisdal, M.D., Clinton 

Robert G. Perryman, M.D., Tulsa 

S. N. Stone, Jr., M.D., Oklahoma City 
Cleve Beller, M.D., Okmulgee 

W. R. Cheatwood, M.D., Duncan 
Peter E. Russo, M.D., Oklahoma City 
John R. Taylor, M.D., Kingfisher 
Wendell L. Smith, M.D., Tulsa 


Post Graduate Education 


R. R. Hannas, Jr., M.D., Sentinel, Chairman 
Irwin H. Brown, M.D., Oklahoma City 
Thornton Kell, M.D., Ardmore 

Roy W. Donaghe, M.D., Norman 

L. M. White, M.D., Lawton 

Leland F. Shryock, M.D., Enid 

V. C. Merrifield, M.D., Ponca City 
Gilbert W. Tracy, M.D., Muskogee 
George R. Smith, M.D., Cushing 

C. K. Holland, M.D., McAlester 

David Ramsay, M.D., Ada 

Robert M. Shepard, Jr., M.D., Tulsa 
Elvin M. Amen, M.D., Bartlesville 


Ralph A. Smith, M.D. William S .Dandridge, M.D. 
Oklahoma City Muskogee R. M. Wadsworth, M.D., Tulsa 
W. R. Cheatwood, M.D. _E. C. Yeary, M.D. 
Duncan Ponca City 
Simon Pollack, M.D. Mark R. Johnson, M.D., Chairman 
Tulsa . Oklahoma City 
Joe L. Duer, M.D. Alfred T. Baker, M.D. 
Woodward Durant 
J. Hobson Veazey, M.D. Frank J. Nelson, M.D. 
Ralph A. Smith, M.D., Oklahoma City, Chairman Ardmore Tulsa 
C. A. Traverse, M.D., Alva Charles M. O’Leary, M.D. E. E. Beechwood, M.D. 
C. E. Woodard, M.D., Drumright Oklahoma City Bartlesville 
Edward L. Moore, M.D., Tulsa W. Carl Lindstrom, M.D. 
E. C. Yeary, M.D., Ponca City Tulsa 


COUNCIL ON SOCIO-ECONOMIC ACTIVITIES 


COMMITTEES 
Professional Liability 
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COMMITTEES 
Public Welfare 


Alfred T. Baker, M.D., Durant, Chairman 
Mark R. Johnson, M.D., Oklahoma City 
George H. Garrison, M.D., Oklahoma City 
Richard H. Burgtorf, M.D., Shattuck 

E. M. Gullatt, M.D., Ada 

E. H. Shuller, M.D., McAlester 


Labor and Miscellaneous Third Party Programs 


Joe L. Duer, M.D., Woodward, Chairman 
R. L. Winters, M.D., Poteau 

H. A. Ruprecht, M.D., Tulsa 

Howard B. Shorbe, M.D., Oklahoma City 
Wayne A. Starkey, M.D., Altus 

Hugh Perry, M.D., Tulsa 


Industrial Health 


Charles M. O’Leary, M.D., Okla. City, Chairman 
Kieffer Davis, M.D., Bartlesville 

David Ramsay, M.D., Ada 

Wilkie D. Hoover, M.D., Tulsa 

Tom H. Mitchell, M.D., Tulsa 

William Best Thompson, M.D., Oklahoma City 
Earl D. McBride, M.D., Oklahoma City 

J. J. Maril, M.D., Oklahoma City 

Nevin W. Dodd, M.D., Tulsa 

N. F. V. Barkett, M.D., Oklahoma City 
Robert G. Perryman, M.D., Tulsa 


Prepaid Medical Care 


Frank J. Nelson, M.D., Tulsa, Chairman 
Vernon M. Lockard, M.D., Bartlesville 
R. B. Howard, M.D., Oklahoma City 
Tullos O. Coston, M.D., Oklahoma City 
Charles S. Graybill, M.D., Lawton 

W. Carl Lindstrom, M.D., Tulsa 
Kenneth L. Wright, M.D., Ardmore 
Robert T. Sturm, M.D., Oklahoma City 
R. G. Obermiller, M.D., Woodward 
Donald Olson, M.D., Vinita 

Leland F. Shryock, M.D., Enid 


COUNCIL ON PUBLIC HEALTH 


Bert T. Brundage, M.D., Chairman 
Thomas 
J. Walker Morledge, M.D. G. R. Russell, M.D. 
Oklahoma City Tulsa 
Robert D. Shuttee, M.D. George H. Guthrey, M.D. 
Enid Oklahoma City 
Earl D. McBride, M.D. Joe M. Parker, M.D. 
Oklahoma City Oklahoma City 
William H. Reiff, M.D. 
Oklahoma City 


COMMITTEES 
Aging 


J. Walker Morledge, M.D., Okla. City, Chairman 
Samuel C. Shepard, M.D., Tulsa 
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C. E. Bates, M.D., Sulphur 

Leonard P. Eliel, M.D., Oklahoma City 
Mr. Paul Snelson, Oklahoma City 

John W. DeVore, M.D., Oklahoma City 
Herbert Kent, M.D., Oklahoma City 


Mental Health 


George H. Guthrey, M.D., Okla. City, Chairman 
Wayne Johnson Boyd, M.D., Fort Supply 

Frank Adelman, M.D., Enid 

T. Glyne Williams, M.D., Oklahoma City 

W. C. McCurdy, M.D., Purcell 

S. C. Shepard, M.D., Tulsa 

Ray H. Lindsey, M.D., Pauls Valley 


Cancer 


Joe M. Parker, M.D., Chairman, Oklahoma City 
Ralph A. McGill, M.D., Tulsa 

A. H. Bell, M.D., Oklahoma City 

Horace E. Gill, M.D., Okmulgee 

Phillips R. Fife, M.D., Guthrie 

William E. Eastland, M.D., Oklahoma City 
Lucien M. Pascucci, M.D., Tulsa 


School Health 


Robert D. Shuttee, M.D., Enid, Chairman 
Marcella R. Steel, M.D., Tulsa 
Charles E. Green, M.D., Lawton 


Rehabilitation 


Earl D. McBride, M.D., Oklahoma City, Chairman 
James W. Kelley, M.D., Tulsa 

William W. Waldrop, M.D., Oklahoma City 
Shelby Gamble, M.D., Okmulgee 

Joe L. Duer, M.D., Woodward 

Donald W. Branham, M.D., Oklahoma City 
Ella Mary George, M.D., Oklahoma City 

Lee K. Emenhiser, M.D., Oklahoma City 

Jack L. Richardson, M.D., Tulsa 

Russell Harris, M.D., Oklahoma City 

Moorman P. Prosser, M.D., Oklahoma City 
Walter Scott Hendren, Jr., M.D., Oklahoma City 
Francis E. Dill, M.D., Oklahoma City 

William K. Ishmael, M.D., Oklahoma City 
Clinton Gallaher, M.D., Shawnee 

Louis H. Ritzhaupt, M.D., Guthrie 

Herbert Kent, M.D., Oklahoma City 


Civil Defense 


William H. Reiff, M.D., Oklahoma City, Chairman 

Gifford H. Henry, M.D., Tulsa 

Mr. Tom Brett, Oklahoma City, Director of Civil 
Defense of Oklahoma 

Henry D. Dericks, Commander, United States 
Navy, Tulsa 

Kirk T. Mosely, M.D., Commissioner of Health, 
Oklahoma City 
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The hue and cry for a Federal health 
c: ‘e plan for the aged appears to be waning 
ir the closing weeks of Congress—or, at 
le st the current activities in this area are 
t; ing more conservative trends. 


Vhether the slackening of interest is a 
r ult of global concern caused by the U-2 
i) ident, or whether it is simply a realiza- 
ti 1 on the part of Congressmen that the 
o folks themselves are not pushing for 
t! legislation, is a matter of speculation. 
I: regard to the latter development, reliable 
r orts indicate that pro-legislation mail 
b. ng received in Washington contains few 
l ‘ers from the elderly, and legislators are 
b sinning to take note that the true source 
o the agitation is the AF of L-CIO. More- 
o er, even the retired union workers are not 
ry sponding to labor leaders’ demands to 
bombard their lawmakers. 





@ BULLETIN © 


On June 9, Delegates to the Oklahoma 
White House Conference on Aging re- 
ected Social Security-type legislation; 
endorsed voluntary programs. 


‘Care for Aged’ Bills Falter 











On the other side of the fence, rank and 
file members of professional associations, 
farm organizations and business and civic 
groups are flooding their respective Con- 
gressmen with sensible arguments of oppo- 
sition to the social welfare movement. Thus, 
the wooing of the aged voting bloc has lost 
some of its gloss, and the outlook today is 
much more favorable than it was a few 
months ago when Democratic candidates for 
the presidency pledged allegiance to the For- 
and movement by proposing various and 
sundry bills of their own. 


Current Status 


Although the de-emphasis of interest is 
encouraging, the matter is far from being 
settled. The present picture is a complex 
one, clouded with the introduction of many 
bills. 


The Ways and Means Committee, led by 
Representative Wilbur Mills (D. Ark.), has 
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rejected all proposals submitted to it, in- 
cluding the Forand Bill and the Administra- 
tion’s plan. In the latter regard, the Admin- 
istration recently suggested a Federal-state 
partnership to pay for co-insurance, deduct- 
ible-type health and hospital coverage to 
protect retired persons against catastrophic 
medical expenses. The program, which 
would cost state and Federal governments 
$1,200,000,000 annually, would require the 
“insureds” to pay $24 each per year toward 
the cost. They would receive 80% of the 
cost of medical, dental, hospital, nursing 
home and other services, after paying a $250 
deductible for individuals and a $400 de- 
ductible for families. Some observers feel 
that the administration submitted this plan 
as a political coup, knowing it would fail 
to receive the support of anyone. 


Looming as the biggest threat of the mo- 
ment is the combine of Speaker Sam Ray- 
burn and his choice for President, fellow 
Texan Senator Lyndon B. Johnson, who is 
also the Democratic majority leader. For 
months, both opposed the use of the Social 
Security system as a vehicle for financing a 
health care plan, but they have recently 
made an abrupt shift. 


Influenced by the political storm and the 
need for a strong election issue, they are 
now throwing their considerable weight in 
support of legislative action. Ways and 
Means Committee Chairman Mills is doing 
his best to hold the line, but there is always 
the danger that he will weaken under the 
pressure of Rayburn. 


Watered-Down Compromise 


With all of the push and pull and general 
uncertainty, the most likely legislation at 
the moment would be the Ways and Means 
authored bill to extend the Old Age Assist- 
ance medical care program to include the 
aged who fall on the borderline of welfare 
eligibility. While the American Medical As- 
sociation is not actively soliciting such a pro- 
gram, it has let it be known that the prin- 
ciple involved does not appear to be contrary 
to official association policy. 
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Proceedings of the 54th Annual Session of the House of Delegates of the 
Oklahoma State Medical Association 


Opening Session* 


The 54th Annual Session of the House of Delegates 
of the Oklahoma State Medical Association was called 
to order Sunday, May 1, 1960, at 10:00 a.m., in the 
Mirror Room of the Municipal Auditorium, in Okla- 
homa City, Oklahoma, by Clinton Gallaher, M.D., 
Shawnee, Speaker of the House of Delegates. 


Doctor Charles E. Green, Lawton, gave the invo- 
cation. 


Doctor Gallaher announced that all voting Delegates 
should be seated in the front section of the room, 
where tables are provided, and all others should please 
find chairs toward the back of the room. 


Doctor Gallaher asked the Credentials Commit- 
tee if a quorum were present. The Credentials Com- 
mittee announced a quorum present. 


The Speaker announced the appointment of the fol- 
lowing working committees of the House of Delegates: 


Credentials Committee 


C. Riley Strong, M.D., El Reno (Chairman) 
Hugh Perry, M.D., Tulsa 
Peter Russo, M.D., Oklahoma City 


Resolutions Committee 


E. C. Mohler, M.D., Ponca City (Chairman) 
C. M. Hodgson, M.D., Kingfisher 

Joe L. Duer, M.D., Woodward 

Wilkie D. Hoover, M.D., Tulsa 

Ross Deputy, M.D., Clinton 


Sergeants at Arms 


Paul Kernek, M.D., Holdenville 
Francis R. First, M.D., Checotah 


Tellers 


Thomas E. Rhea, M.D., Idabel 
Virgil Ray Forester, M.D., Oklahoma City 
Ollie McBride, M.D., Ada 


Constitution and By-Laws 


William T. Gill, M.D., Ada (Chairman) 
Marshall O. Hart, M.D., Tulsa 
A. C. Lisle, M.D., Oklahoma City 


Parliamentarian 
William T. Gill, M.D., Ada 


Doctor Gallaher, as the next order of business, 
began the introduction of guests. 


Doctor Gallaher introduced Mrs. Clifford M. Bassett 
of Cushing, President of the Woman’s Auxiliary to 
the Oklahoma State Medical Association. 


*Proceedings of the closing session will appear in the July 
Journal, 
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Mrs. Bassett addressed the House of Delegates « 
informed them of the activities of the Auxiliary dur.» 
the past year. One point she stressed was the | 
mendous increase in membership of the Auxiliary 
the last few years. 


Mrs. Bassett introduced Mrs. Virgil Ray Fores:er 
the new President of the Woman’s Auxiliary. 


Doctor Gallaher next introduced Melvyn Brill, Presi- 
dent of the Oklahoma Chapter of the Student Ameri: 
Medical Association, who brought greetings to | 
House of Delegates members from his fellow mem- 
bers. He introduced Rex Baggett, his successor. 


Doctor Gallaher then introduced Grady F. Mathews, 
M.D., Commissioner of Health of the Oklahoma State 
Health Department. The House of Delegates mer- 
bers gave Doctor Mathews a rousing ovation for his 
twenty years of service as Commissioner. 


Doctor Gallaher asked the pleasure of the House 
with regard to the reading of the Minutes of the last 
Annual Session, which were published in the Okla- 
homa State Medical Association Journal. 


It was moved that the minutes be adopted as _pub- 
lished, and that they dispense with their reading 
at this session. The motion was duly seconded and 
carried. 


Doctor Gallaher announced that the next order of 
business would be the nomination of officers. He ad- 
vised that Councilor Districts Numbers 2, 5, 8, 11, 
and 14 would elect councilors and District Number 
12 would elect a councilor to fill the unexpired term 
of Doctor William T. Gill of Ada who had resigned. 
Doctor Gallaher read the counties included in these 
districts and presented the names of the incumbents. 
The Speaker again announced that the Constitution 
and By-Laws adopted at the 1958 meeting changed the 
number of consecutive terms a Councilor could serve 
from two (2) to three (3) consecutive terms, and that 
all the incumbents were eligible for re-election. 


Doctor Gallaher announced that the House would 
recess for ten minutes to allow the councilor districts 
to caucus. 


Following the brief recess, the House reconvened 
and Doctor Gallaher asked for any additional an- 
nouncements or introduction of guests. 


There being none, Doctor Gallaher then read a 
telegram from Louis H. Bauer, M.D., Secretary Gen- 
eral of the World Medical Association, extending greet- 
ings and best wishes for a successful meeting. 


The Speaker then declared the House of Delegates 
open for nomination for the office of President-Elect. 


(Continued on Page 471) 
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Fifteen Attend Past Presidents’ Breakfast 


Past Presidents, fifteen strong, showed up in a new setting for the traditional break- 
fast during the state meeting. The Oklahoma Medical Research Foundation, an organization 
plinned and supported by the medical profession, was host for the breakfast. Pictured 
above (top row), are John Flack Burton, M.D., Oklahoma City; R. Q. Goodwin, M.D., 
Oklahoma City; Henry K. Speed, M.D., Sayre; Louis H. Ritzhaupt, M.D., Guthrie; E. C. 
Mohler, M.D., Ponea City; Paul B. Champlin, M.D., Enid; (bottom row) Bruce R. Hin- 
son, M.D., Enid; C. E. Northcutt, M.D., Ponca City; T. H. McCarley, M.D., McAlester; 
George H. Garrison, M.D., Oklahoma City; E. S. Lain, M.D., Oklahoma City; and P. P. 
Nesbitt, M.D., Tulsa. Also attending but not pictured, were Henry H. Turner, M.D., Okla- 
homa City; Chester McHenry, M.D., Oklahoma City; and Walter E. Brown, M.D., Tulsa. In 
addition, Mr. John Kirkpatrick acted as official host and R. Palmer Howard, M.D., repre- 
sented the scientific staff of the Foundation. Kirkpatrick is a member of the executive com- 
mittee of the Foundation. (John E. McDonald, M.D., Tulsa, came the following morning, 
but was not served.) 





Appointments for Medical Officers In Reserve Components of the Army 


The 45th Infantry Division, Oklahoma respite from the ringing telephone for 
National Guard, announced that there two weeks each August at the summer 
are now some vacancies in the Guard for training camp. 
appointments to the Medical Corps. The 
appointments are from the rank of Lieu- In addition to the above advantages, an 
tenant through Lt. Colonel depending on officer earns retirement credits which 
education, medical or military experience. will provide a very good income at age 60. 
This is an excellent opportunity for re- 
cent graduates to fulfill their military For further details contact Doctor 
obligation and continue their hospital (Colonel) Claude B. Knight, Wewoka, 
training or private practice. This also is Oklahoma, Division Surgeon, or Doctor 
an opportunity for the busy practitioner (Colonel) John B. Miles, 702 W. Central, 
who desires a change of scenery and Anadarko, Oklahoma. 
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54th ANNUAL MEETING ATTENDANCE, BY COUNTY 


Each year, annual meeting officials are 
presented with the ever-increasing challenge 
of developing and promoting a scientific 
and social program which will attract the 
interest of OSMA members. The yardstick 
for this year’s successes and failures is 
graphically depicted above on a county basis. 


It appears significant that, with the ex- 
ception of the host society, geographic re- 
lationship to the annual meeting site has 
little effect upon attendance percentages 
from the county medical societies. Neither 
can any conclusions be drawn from the 
standpoint of county society size. 


The seven societies showing over 50% 
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registration run the gamut in both geogra- 
phic location and size. Although a large 
attendance would be normally expected from 
the host society, the fact that Oklahoma 
County supplied 310 registrants, almost 
half of a total of 675, is a surprising revela- 
tion. 


In examining the next ten largest socie- 
ties, representing an aggregate membership 
of 723, five of them showed less than 25% 
registration, and five less than 50%. If 
50% participation could have been achieved 
in these ten counties alone, the 54th Annual 
Meeting registration would have reached 
860—50% of state association membership 
and a modern-day record. 


Journal of the Oklahoma State Medical Association 














ee 





f 
l 
l 





Fouse Staff Physicians Win Honors 


fonors for “best paper of meeting” at 
ti sixth annual Oklahoma Association of 
f ase Staff Physicians program were 
s red by H. Earl Ginn, M.D., resident in 
m jlicine, and William E. Price, M.D., resi- 


‘de t in surgery, both of the University of 


OQ ahoma Medical Center. 


he Oklahoma City Chapter of the Medical 
S. vice Society of America, which estab- 
li ed the award last year, will give each 
p sician two plaques, one for his hospital 
a: | one for himself. 

Joctor Ginn presented a paper on “An In- 
ve tigation of Renal Tubular Defects Asso- 
ci ed with Magnesium Depletion in Rats.” 
)} tor Price’s award-winning report was 
o1 the mechanism of antral regulation of 
g. trie secretion. Their papers also were 
ju ged the best in surgery and in medicine. 

. E. Acers, M.D., of the University of 
O'ahoma Hospitals, was given the Okla- 
homa Academy of General Practice cita- 
tion for the best paper by an intern. Sub- 
ject: Experimental Supravalvular Mitral 
Stenosis in the Dog. 

The Oklahoma chapter of the American 
College of Surgeons again selected six out- 
standing papers and will invite the authors 
to present them before the College this au- 
tumn. Winners were: Doctor Price; Charles 
A. Rockwood Jr., M.D., orthopedic surgery 
resident (on non-tuberculosis psoas abscess) ; 
Clark A. Grimm, M.D., radiology resident 
(endometrial carcinoma), Frank Howard, 
M.D., surgery resident (complications of sur- 
gical wounds), William J. Waskowitz, M.D., 
orthopedic surgery (malignant soft tissue 
tumors), all of the OU Medical Center, and 
Joseph W. Stafford, M.D., surgery resident, 
St. Anthony Hospital, Oklahoma City (car- 
cinoma of the gall bladder—fact or fancy?). 

Richard Bottomley, M.D., resident in med- 
icine at the Medical Center, won the Medi- 
cal Service Society award for the best basic 
science presentation. He reported findings 
on the effect of cortisone on the in-vitro in- 
corporation of C-14-formate into the pro- 
tein and nucleic acid fractions of leukemic 
lymphocytes. 

The Oklahoma City Pediatric Society ci- 
tation went to Mary I. Abbott, M.D., Medi- 


une, 1960—Volume 53, Number 6 


cal Center pediatric resident, for a paper 
entitled: “Measles (Rubeola) Vaccine: An 
Evaluation of Reaction Rates and Antibody 
Response to the 3 Types of Vaccine.” 

Doctor Grimm’s paper on a 13-year re- 
view of endometrial carcinoma also took the 
Oklahoma State Radiological Society prize. 

Guest speakers at the May 6 meeting in 
the Veterans Administration Hospital were 
Isadore Dyer, M.D., head of the Department 
of Obstetrics and Gynecology, Tulane Uni- 
versity School of Medicine, and J. Willis 
Hurst, M.D., head of the Department of 
Internal Medicine, Emory School of Medi- 
cine. 

Doctor Howard, the 1960 program chair- 
man, was elected Association president, suc- 
ceeding Doctor Ginn. 

Next year program chores will be divided 
among Howard Keith, M.D., and William 
B. Shelton, M.D., both residents at OU Med- 
ical Center, and Frank Clingan, M.D., resi- 
dent, Hillcrest Medical Center, Tulsa. Doc- 
tor Rockwood was named social chairman, 
and Doctor Bottomley and his wife, Sylvia 
S. Bottomley, M.D., also Medical Center resi- 
dents, will handle the secretary-treasurer 
job. 


Pittsburg County M.D.’s 
Help Tornado Victims 


An outstanding public relations gesture 
on the part of the Pittsburg County Medi- 
cal Society was recently revealed. 


C. K. Holland, M.D., President of the so- 
ciety, reported that physicians’ fees from 
prepaid insurance coverage for medical 
care rendered to Wilburton tornado victims 
would be earmarked for the creation of a 
fund to purchase emergency electrical power 
equipment for the McAlester hospitals. Pa- 
tients without health insurance will not be 
billed for services rendered to them. 

All funds accruing from this endeavor 
will be used to modernize and upgrade the 
present emergency electrical facilities, Doc- 
tor Holland said. The medical society point- 
ed out to the community the extreme impor- 
tance of the hospitals having adequate 
emergency power to operate such services 
as x-ray, laboratory, operating rooms, ele- 
vators and refrigeration equipment. 
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Brill Named to SAMA Post 


The Oklahoma SAMA chapter again has 
won representation on the national Student 
AMA executive council. The OU delegation 
bagged two more offices at the Los Angeles 
convention, presided over by Oklahoma stu- 
dent William R. Kirkham (M.D., 1960). 


Melvyn Brill, now a 
senior, was named Re- 
gion 6 vice president. 
Brill, of Lawton, is out- 
going president of the 
OU chapter. New chap- 
ter president is Rex Bag- 
gett, Oklahoma City, 
now a junior. Mrs. Bag- 
gett was elected second 

vice president of the national Auxiliary. 


Doctor Kirkham served as national presi- 
dent the past year and Mrs. W. Stanley 
Muenzler, wife of a graduating senior, was 
national Auxiliary chief. 


The delegation to the April sessions also 
included Baggett, Ronald White, chapter 
vice president, Sam Hamra, secretary-treas- 
urer, Jerry Blankenship, James Garner, Mrs. 
Blankenship and Mrs. Kirkham. 


New FAA Rule 
Affects Physicians 


Effective June 15, 1960, the Federal Avi- 
ation Agency will require that student and 
private pilots be given their medical exami- 
nations by designated medical examiners. 
This rule reinstates a practice which was in 
effect from 1926 until 1945. 


In announcing the reestablishment of this 
practice, Doctor James L. Goddard, the Civil 
Air Surgeon, has emphasized his previous 
statements that any physician may be con- 
sidered eligible for designation as an ex- 
aminer. 


His statement, made public February 11, 
1960, follows: 


“In order to have a better understanding 
of the proposed rule, I wish to point out that 
it is designed to accomplish the following 
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needed improvements in the administratica 
of the Agency’s medical certification pr .- 
gram. 


1. To maintain a group of medical e¢ - 
aminers who are clearly responsive 
the needs of public safety in the pe - 
formance of examinations and the 
suance of medical certificates to a 
men. 


. To permit the administration of trai - 
ing programs to maintain the quali y 
of performance of medical examine s 
and to permit the dissemination 
special instructions pertaining to t 
needs of civil aviation. 


. To bring into the program those phy- 
sicians who have the professional qua!- 
ifications and a demonstrated interest 
in the medical certification field. 


. This would permit the designation of 
any qualified physician who, by his ap- 
plication, has demonstrated interest in 
the program.” 


Those physicians in localities where fly- 
ing activities are conducted may wish to 
consider filing an application for designa- 
tion by writing to the Civil Air Surgeon, 
Federal Aviation Agency, Washington 25, 
D. C. 


Designation as an aviation medical ex- 
aminer will qualify the designee to examine 
both Class II (commercial) and Class III 
(student and private) airmen, including 
control tower operators. Instructions con- 
cerning the required procedures, standards, 
and equipment will be supplied to those who 
apply. 


Since commercial and airline transport 
pilots have always been required to obtain 
examinations from specifically selected phy- 
sicians, there are presently some 2,000 avia- 
tion medical examiners previously desig- 
nated and located throughout the country. 
Expanding aviation activities will result in 
a continuing need for additional examiners. 
There are at present some 400,000 active 
civil airmen of whom approximately 240,000 
are examined each year. 
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Dete Set for McAlester Symposium 


‘he McAlester Clinic Foundation and the 
Uviversity of Oklahoma School of Medicine, 
Devartment of Post Graduate Education, 
wil present the Sixth Annual Southeastern 
QO] ahoma Clinical Symposium in McAlester 
Ju vy 80-31, 1960. 


‘uest speakers and their topics will be: 
R. S. Griffith, M.D., Department of Medi- 
ci) >, University of Indiana, “Increasing the 
Ei ectiveness of Antibiotics” and ‘“‘Watch 
Ov ! You’re Using An Antibiotic’; A. Ford 
W ife, M.D., Department of Medicine and 
Al orgy, Scott-White Clinic, ‘‘Practical 
Pc nts in Control of Asthma”; G. Rainey 
W liams, M.D., Department of Surgery, 
Ur versity of Oklahoma Medical School, 
“A |vances in Treatment of Cardiac Arrest” 
an “Management of Chest Injuries”; Sylvia 
Ri: hardson, M.D., Department of Pediatrics, 
University of Oklahoma Medical School, 
“Learning Difficulties and Central Nervous 
System Dysfunction”; Tom S8. Gafford, 
M.)., Pathologist, Muskogee, Oklahoma, 
“Use and Abuse of Blood Transfusions” and 
Clinical Pathological Conference; William 
R. Richardson, M.D., Department of Pedi- 
atric Surgery, University of Oklahoma Med- 
ical School, “Management of Gastrointes- 
tinal Bleeding in Infants and Children” and 
“Surgical Emergencies in the Newborn’; 
George M. Brown, Jr., M.D., Department of 
Surgery, McAlester Clinic, ““A Ten Year Ap- 
praisal of Routine Operative Cholangio- 
graphy”; Samuel E. Dakil, M.D., Depart- 
ment of Otolaryngology, McAlester Clinic, 
“Recent Advances in Otolaryngology.” 


A special feature on the program will be 
a Panel on Marital Counseling, by four mem- 
bers of the Oklahoma City Family Clinic: 
Mr. Bliss Kelley, Attorney; N. F. Van der 
Barkett, M.D., Physician; Rev. Louis De- 
Freese, Minister, and Mrs. Scott Downey, 
Financial Advisor. 


Entertainment for the ladies has been 
planned. 


A complete program and reservations may 
be obtained by writing to Mr. Jewell M. 
Green, Jr., Business Manager, McAlester 
Clinic, McAlester, Oklahoma. 
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Five Oklahomans Certified 
By OB-GYN Board 


A recent report from the American Board 
of Obstetrics and Gynecology announced 
that five Oklahoma physicians were certi- 
fied by the Board on April 15, 1960. The 
physicians are: Paul Albert Bischoff, M.D., 
Tulsa; Charles R. Cochrane, M.D. (Major— 
Medical Corps), Ft. Sill; Joseph W. Fun- 
nell, M.D., Oklahoma City; Billie Gene Hen- 
ley, M.D., Lawton; and, Edwin Patrick 
Shanks, M.D., Enid. 


Certifications following examination are 
made once a year by the Board. 


Doctor Williams Accepts 
Mental Health Post 


T. Glyne Williams, M.D., Assistant Pro- 
fessor of Psychiatry and Public Health at 
Yale University, will report for duty on 
July 1 as Oklahoma’s new Commissioner of 
Mental Health. He is the long-sought re- 
placement for Hayden Donahue, M.D., who 
resigned the position last fall for additional 
training and private practice. Since Doc- 
tor Donahue’s departure, Rheba Huff Ed- 
wards, M.D., has been serving as Acting 
Commissioner. 


Doctor Williams is not a neophyte in psy- 
chiatric administration. At the present time, 
he is Director of the Yale Pilot Study for 
Psychiatric Administration; Consultant to 
the Connecticut Department of Mental 
Health; Inspector (of mental hospitals), 
Central Board of Inspection, American Psy- 
chiatric Association; and, Professional Ad- 
visory Board Member, Connecticut Mental 
Health Association. 


His professional qualifications include 
certification by the American Board of Psy- 
chiatry and Neurology and by the Ameri- 
can Psychiatry Association as a Mental 
Health Administrator. 


The 44-year-old physician received his 
B.S. degree from the University of the 
South, Sewanee, Tennessee in 1939, and his 
medical degree from Vanderbilt University 
School of Medicine, Nashville, Tennessee in 
1943. In 1944-45, he was the psychiatrist 
for the U.S. Naval Hospital, Norman, Okla- 
homa. 
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_.Pathibamate 


meprobamate with PATHILON® tridihexethy! chloride Lederle 


greater flexibility in the contro! of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 
meprobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 
PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths — PATHIBAMATE-400 and PATHIBAMATE- 200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.|. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: PATHIBAMATE-400 — Each tablet (yellow, 1/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 25 mg. 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethy! chloride, 25 mg. 

Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 
2 tablets at bedtime. 
PATHIBAMATE-200 —1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 
Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 











OB-GYN Certification 


Applications for certification in the Amer- 
ican Board of Obstetrics and Gynecology, 
new and reopened, Part I, and requests for 
re-examination in Part II are now being 
accepted. Deadline for receipt of applica- 
tions is August 1, 1960. Application fee 
($35.00), photographs, and lists of hospital 
admissions must accompany all applications. 


As announced previously, after July 1, 
1962, the board will require a minimum of 
three years of approved progressive resi- 
dency training to fulfill the requirements 
for admission to examination. After that 
date, training by Preceptorship will no long- 
er be acceptable. 


Address inquiries to Robert L. Faulkner. 
M.D., 2105 Adelbert Road, Cleveland 6, 
Ohio. 


Bus Drivers Will Need 
Physical Exams 


Beginning with the school year July 1, 
1960, all public school bus drivers will be 
required to have a medical examination and 
an opinion as to their competency, both 
physically and emotionally, to drive a school 
bus. 


Forms for recording examination are be- 
ing supplied to local school districts by the 
State Department of Education. During the 
summer months, bus drivers will be coming 
to physicians for this examination. 


There are 3,300 school buses in operation 
in the State carrying from 20 to 75 children 
each. School bus transportation has been 
and still is one of the greatest factors in ex- 
panding educational opportunities by bring- 
ing the rural and suburban children to 
school. The resulting consolidation of schools, 
while providing finer physical facilities and 
an enriched curriculum, compels many pu- 
pils to ride long distances over roads and 
highways of ever increasing hazards. The 
educational system, therefore, has an obli- 
gation to provide every precaution to safe- 
guard those pupils who are so transported. 
It is a recognized fact that the most impor- 
tant factor in accomplishing a greater de- 
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CARL WHINERY, M.D., a graduate of t 
University of Oklahoma School of Medici: 
recently opened offices at 106 South Four 
Street in Sayre, Oklahoma. Doctor Whine 
had practice in Yosemite, California sin 
1958. 


ROBERT O. RYAN, M.D., Norman physici: 
was elected mayor of Norman by the Ci 
Commission on May 10. Doctor Ryan’s ele. - 
tion, his first as mayor, marked the mii- 
point of his third two-year term on tie 
Commission. 


DAviD D. FRIED, M.D., Bethany physician, 
left on May 12 for Ogbonosho, Nigeria, West 
Africa, where he will spend the next three 
months in medical missionary work. Ac- 
companying Doctor Fried were his wife and 
three children. 


KENNETH L. PEACHER, M.D., a former 
El Reno resident who has been practicing 
medicine in Waynoka for the past 1114 
years, has returned to El Reno and will 
open his offices in the Professional Build- 
ing. 


NOEL MILLER, M.D., his wife, BONNIE 
MILLER, M.D., and DONALD D. COLLINS, 
M.D., will establish a clinic in Okemah in 
June. All three physicians are native Okla- 
homans and graduated from the University 
of Oklahoma School of Medicine. The new 
clinic will be known as the Collins-Miller 
Clinic. 


gree of safety is a more competent school 
bus driver. 


Health certificates signed by the physi- 
cian will be an important part of the evalu- 
ation of competency of the men and women 
who will be driving buses transporting chil- 
dren to and from school. Interested officials 
urge physicians to lend their support to this 
worthwhile endeavor and to be thorough and 
objective in their evaluation of individuals 
presenting themselves for examination. 
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ROCKY MOUNTAIN CANCER CONFERENCE 


J 20, 21, 1960 Denver Hilton Hotel 


Denver, Colorado 


ie 14th Annual Rocky Mountain Cancer Conference 
v be held at the Denver Hilton Hotel in Denver, 
J. » 20, 21, 1960. Details may be obtained from the 
Fk -ky Mountain Cancer Conference, 835 Republic 
B: ‘ding, Denver 2, Colorado. 


DERMATOLOGY 
for 
GENERAL PRACTITIONERS 


July 21-23, 1960 Denver, Colorado 


postgraduate course in Dermatology for General 
Practitioners will be offered by the Office of Post- 
graduate Medical Education, University of Colorado 
Medical Center, July 21-23, 1960 in Denver. Details 
may be obtained by writing to the postgraduate of- 
fice, 4200 East Ninth Avenue, Denver 20, Colorado. 


INTERNAL OPHTHALMOLOGY 
and 
Summer Convention of the Colorado Ophthalmological Society 


July 5-8, 1960 Aspen, Colorado 


The second annual postgraduate course in Ophthal- 
mology and the summer convention of the Colorado 
Ophthalmological Society will be held July 5-8, 1960 
in Aspen, Colorado. Detailed information is available 
from the Office of Postgraduate Medical Education, 
University of Colorado Medical Center, 4200 East Ninth 
Avenue, Denver 20, Colorado. 


POSTGRADUATE COURSE IN PEDIATRICS 
The University of Colorado School of Medicine 
September 1-6, 1960 
Estes Park, Colorado 


The Stanley Hotel 


The Department of Pediatrics and the Office of Post- 
graduate Medical Education, University of Colorado 
School of Medicine will present a Course in Pediatrics 
at the Stanley Hotel, Estes Park, Colorado, September 
1-6, 1960. 
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SECOND ANNUAL 
OREGON CANCER CONFERENCE 


Portland, Oregon 


July 7-8, 1960 


The second Annual Oregon Cancer Conference will 
be held in Portland, July 7-8, 1960. A copy of the 
complete program may be obtained by writing to 
Roscoe K. Miller, Executive Secretary, Oregon State 
Medical Society, 2164 S. W. Park Place, Portland 5, 
Oregon. 


SOUTHERN TRUDEAU SOCIETY 
and 
SOUTHERN TUBERCULOSIS CONFERENCE 
September 14, 15, 16, 1960 
Charleston, South Carolina 


Hotel Francis Marion 


The 1960 Annual Meeting of the Southern Trudeau 
Society and the Southern Tuberculosis Conference will 
be held on September 14, 15, and 16, 1960 at the Hotel 
Francis Marion, in Charleston, South Carolina. In- 
formation may be obtained from Judson M. Allred, Jr., 
Secretary-Treasurer, Southern Tuberculosis Conference, 
P.O. Box 9865, Northside Station, Jackson, Mississippi. 


FOURTH NATIONAL CANCER CONFERENCE 
September 13-15, 1960 Mi polis, Mi t 





The Fourth National Cancer Conference will be held 
September 13-15, 1960 in Minneapolis, Minnesota. Fur- 
ther information may be obtained by writing to Roald 
N. Grant, M.D., Coordinator, American Cancer Society, 
Inc., Medical Affairs Department, 521 West 57th Street, 
New York 19, New York. 


6th INTERNATIONAL CONGRESS OF 
INTERNAL MEDICINE 


August 24-27, 1960 Basle, Switzerland 


The 6th International Congress of Internal Medicine 
will convene in Basle, Switzerland, August 24-27, 1960. 
Simultaneous translation for the principal speakers will 
be given in German, French and English. Programs 
and registration forms are available from the 6th In- 
ternational Congress of Internal Medicine, Steinentor- 
strasse 13, Basle 10, Switzerland. 
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ceived complaints about the cost 
of the medication you prescribe, 


what your patient 








| 





















olves...and gets 


Some of these complaints can probably be dismissed lightly as 
coming from cranks, who would complain about your fee for a 
midnight house call to save the life of a dying child. Others, how- 
ever, are made seriously by thoughtful patients and deserve an : 
answer in kind. You know what the patient gets from his phar- 
macist because you have prescribed it. Do you also know that 
the average cost of a prescription is about $3.00? Only about one 
in 100 costs $10.00 or more, and g out of 5 of the prescriptions 
are under $3.00. These figures are based on retail prices. They 
include the manufacturer’s research, development, and manu- 
facturing costs and all distribution costs of the wholesale and the 





retail druggist. Only you and your patients can judge whether 
today’s drugs at these prices represent a fair guid pro quo, an 
equitable balance between what is given and what is received. 


This message is brought to you by 138 producers of prescription drugs as 
a service to the medical profession and in the same spirit, it is carried 
by this publication. For additional information, please write Pharmaceu- 
tical Manufaciurers Association, 1411 K Street, N.W., Washington 5, D.C. 
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Preserve and Enhance 


“Preserve and enhance the heritage of 
American Medicine,” the theme for 1960-61, 
was presented by Mrs. William Mackersie, 
President-Elect of the Woman’s Auxiliary 
to the American Medical Association, dur- 
ing the opening session of our state conven- 
tion. 

The theme is from National; however, our 
state interest lies in its development and in- 
terpretation at the county level. Next spring 
at state convention we will have again the 
opportunity of hearing with pride the ac- 
complishments of county auxiliaries, both 
large and small. 

Capsuled Comments 

For those of you who could not attend: 
We regret that you missed meeting Mrs. 
Mackersie and Mrs. John M. Chenault, 
President of the Woman’s Auxiliary to the 
Southern Medical Association. Doctor AIl- 
fred T. Baker and Doctor Walter E. Brown, 
President and President-Elect of the Okla- 
homa State Medical Association, were two 
other speakers you unfortunately missed 
hearing. 

Outstanding were the “Paris in the 
Spring” Luncheon and Style Show, with the 
charm and authentic atmosphere of a Pa- 
risian boulevard; “Spring Recital,” theme 
of Post Convention School of Instruction, 
full of music and introductions; followed 
that evening by a fitting finale—a cocktail 
party and dinner-dance in the Persian Room. 
The State Auxiliary pays tribute once more 
to Mrs. C. F. Foster, Jr., Convention Chair- 
man, and to her committee for a beautifully- 
planned and smoothly-run 1960 convention! 

Annual Opportunity 

State convention is a time of summary 
and a time of evaluation, and both “times” 
are extremely important. Progress of com- 
mittee work and officers’ reports can be 
followed at executive board meetings. But 
State convention is climactic in finality. 
Every member present feels innate pride 
in the work of her own county auxiliary; 
but the deep-seated pride and interest shared 
with other counties in their accomplishments 
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is the lasting satisfaction that remains lon 
after our meetings convene. 


Organization and Membership 
Since the work of every group can oby - 
ously not be covered, we feel that our u 
ward surge in organization and membersh: ) 
should be presented again, particularly fc - 
those who did not hear the report. Mrs. T. - 
Ragan and Mrs. Milton L. Berg, our Ist an | 
2nd Vice-Presidents, with Mrs. Clifford }.. 
Bassett, President, and many members ir- 
volved, are responsible for this fine recor¢ : 
State Medical Association 
Dues-Paying Membership: 1568 
State Auxiliary Membership: 1195 
Differential: 373 
Organized Auxiliaries in Oklahoma: 40 
Unorganized Counties in Oklahoma: 5 
Counties with 100% Membership: 27 


Members-at-large: 26 
Counties with less than 
5 Doctors: 6 
Auxiliaries organized this year: 2 
(Cookson Hills and Custer Counties) 
New Officers 


We are sorry if you were not present to 
tell Mrs. Bassett and all of our 1959-60 of- 
ficers how much we appreciate their great 
service to us this year. If you missed meet- 
ing our new officers for 1960-61, we can 
all tell them now how very proud we are 
of them—and extend both our congratula- 
tions and our cooperation for this year: 


President—Mrs. Virgil Ray Forester 

President-Elect—Mrs. Pat Fite, Sr. 

1st Vice-President—Mrs. Milton L. Berg 

2nd Vice-President—Mrs. T. A. Ragan 

Secretary—Mrs. Charles W. Freeman 

Treasurer—Mrs. John W. Records 

Treasurer-Elect—Mrs. Louis S. Frank 

Corresponding Secretary—Mrs. Harrell 
Dodson, Jr. 

Parliamentarian—Mrs. Clifford M. Bas- 
sett 

Historian—Mrs. Charles A. Smith 

Editor—Mrs. Samuel T. Moore 

Publicity—Mrs. John Powers Wolff 
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WILSON H. LANE, M.D. 
1879-1960 


Wilson H. Lane, M.D., a practicing Okla- 
h ma physician since early statehood, died 
i Oklahoma City on May 15, 1960. 


\ native of Double Springs, Alabama, 
ctor Lane graduated from Loyola Uni- 
‘sity in Chicago in 1913. After practicing 
Bonham, Texas for a short time, he came 
Ada, Oklahoma where he practiced for 
years before moving to Okahoma City 
ere he and his wife, Marie Thaxton Lane, 
D., established their clinic in Britton. 


ual eto oo | 
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Doctor Lane had served as President of 
th Pontotoc County Medical Society and 
ws a member of the American Academy of 
General Practice and the Oklahoma Chapter 
oi the American Academy of General Prac- 
tice. 


{In 1956, Doctor Lane was honored for his 
years of service to the profession when the 
Oklahoma State Medical Association pre- 
sented him with a Life Membership. 


SURGERY OF THE FOOT, by Henri L. DuVries. Pub- 
lished by the C. V. Mosby Co., St. Louis Mo., 1959, 
pp. 494, price $12.50. 


This is an interesting volume that touches 
on many of the medical and surgical prob- 
lems of the foot. Despite our increasingly 
sedentary society, many people still use their 
feet. In contradistinction to the hand, few 
physicians have devoted most of their pro- 
fessional life to the foot. DuVries has done 
this and has contributed a volume compa- 
rable to Kanavel’s early volume on the hand. 
The bibliographies are excellent. The writ- 
ten content reflects almost completely one 
man’s experience. The Chapter on Ampu- 
tations, though rightfully last, is incomplete. 
Illustrations are profuse—John A. Schil- 
ling, M.D. 
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J. L. WHARTON, M.D. 
1873-1960 


J. L. Wharton, M.D., retired Depew phy- 
sician, died in Bristow, May 4, 1960. 


Born in Russelville, Arkansas, July, 1873, 
Doctor Wharton graduated from the Mem- 
phis Hospital Medical College in 1904. He 
established his practice in Duncan, later 
moving to Ketchum, Oklahoma. In 1930, he 
moved to Depew where he practiced until 
1954. He was then associated with the Okla- 
homa State Veterans’ Hospital in Sulphur 
until his retirement in 1957. 


In recognition of his years of service to 
the medical profession, the Oklahoma State 
Medical Association presented Doctor Whar- 
ton with an Honorary-Life Membership in 
1951. 


BREAST CANCER: The Second Biennal Louisiana 
Cancer Conference. Editor: Albert Segaloff. Pub- 
lished by the C. V. Mosby Co., St. Louis, Mo., 1958, 
pp. 257, price $5.00. 


This volume includes the following sec- 
tions: Basic Biology, Definitive Treatment, 
and Hormonal Therapy. It contains discus- 
sions and papers by widely known contribu- 
tors on the various divisions of the above 
sections. This volume should be of value to 
the family physician in his decisions con- 
cerning the best form of therapy for his 
individual patient with breast cancer. It is 
a fine volume for the student of this dis- 
ease as it contains the current opinions on 
the multiple facets of breast cancer with 
concluding concise bibliographies.—John A. 
Schilling, M.D. 















































Articles published in The Journal of the 
Oklahoma State Medical Association, June, 
1935. 


YOUR BROTHER AND YOU 


Louis H. Ritzhaupt, B.A., M.D., Guthrie 
President’s Address 
Oklahoma State Medical Association 


You who are lukewarm to the affairs of government 
should awaken at least to the realization that the first 
interest of our American government is not to compel 
people to do certain things and restrain them from 
doing other things, but it is to make the right life and 
the useful life the natural and easy one to live. 


In this country of ours the average citizen must de- 
vote a good deal of intelligent, constructive thought 
and undivided time to the affairs of the state as a 
whole, or those affairs will go backward. We cannot 
decline to go through all ordinary duties of citizenship 
for a long space of time and then suddenly get up 
and feel very angry about something or somebody, 
not clearly defined, and demand reform, as if it were 
a concrete substance to be handed out forthwith. 


We must keep clearly before our minds the fact that 
brilliant ability or unusual genius play only a small 
part in government. It is important that the average 
man shall have in him the root of righteous living, 
a desire to help a weaker brother, and while not in 
any way losing his power of individual initiative, to 
cultivate without ceasing to further power of acting 
in combination with his fellows for a common end of 
social uplifting and of good government. 


For weal or woe we are knit together and we shall 
go up or down together; we are all given the same 
qualities of heart and brain and hand which have 
made this republic what it is today; the same spirit 
will make it infinitely greater tomorrow. 


The present condition of the universe was brought 
about by the inability of man to show restraint and 
subordinate individual passions and desires for the 
general good of the state or nation. Those who mean 
well, but feebly rise to action, will be of no help in 
the unending strife for civic betterment. Pardon can 
be granted to the man who has had no chance in life 
if he does but little for the state, but upon you who 
are so well qualified and who have had so many 
advantages rests a heavy burden to show that you 
are worthy of what you have received and the dis- 
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‘60 N R A Conference 
Set for Oklahoma City 


Outstanding national authorities in { 
field of rehabilitation will address the 19: ) 
Conference of the National Rehabilitatic , 
Association, scheduled for October 10, 1 
12, at Oklahoma City’s Biltmore Hotel. 


As reported by Conference Chairm: ; 
Don Davis, Oklahoma City, the conferen 
theme will be “Realistic Rehabilitation D: - 
lars and Sense.” One of the highlights «/ 
the program will be the Employers’ Lune’ - 
eon, where some 700 employers will he: x 
national speakers discuss employment 
the handicapped. 


Noted speakers appearing on the pro- 
gram are: Mary Switzer, Director, Office 
of Rehabilitation, Washington, D. C.; Sum- 
ner G. Whittier, Administrator of Veterans 
Affairs, Washington, D. C.; Elizabeth EF. 
May, Dean, School of Home Economics, Uni- 
versity of Connecticut; A. Ray Dawson, 
M.D., Director of Physical Medicine and 
Rehabilitation, V. A. Hospital, Richmond, 
Virginia; Doctor Kenneth Hamilton, Ohio 
State University; Willis Gorthy, President, 
Conference of Rehabilitation Centers, and 
Director, Institute for the Crippled and Dis- 
abled of New York; W. B. Gaines, Presi- 
dent, Council of State Agencies for the 
Blind, Atlanta, Georgia; Doctor Nellie Z. 
Thompson, Director of Work Shop Stand- 
ards; Doctor Frederick A. Whitehouse, 
American Heart Association, New York; 
Gerald Bradley, Garrett Corporation, Los 
Angeles, California; Justin Johnson, Hughes 
Aircraft, Culver City, California; and Kief- 
fer Davis, M.D., Medical Director, Phillips 
66, Bartlesville. 


tinction that you cherish. A double responsibility is 
upon you to use aright the talents you have, not mere- 
ly along professional lines, but along lines of philan- 
thropy and public policies. Quoting the words of Presi- 
dent Roosevelt in his last nation-wide address, ‘More 
and more of the burden of government must be placed 
on those who are able to pay, both in finances and in 
intelligence.” 
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PHYSICIAN PLACEMENT 


Dermatology 


L: \land L. Clark, M.D., 200 1st St., S.W., Rochester, 
innesota; age 28; married; Columbia University 
lege Physicians and Surgeons 1956; Board eli- 
ble July 1960; Fellows’ Assoc., Mayo Foundation; 
ilitary service will be completed Sept. 1962; de- 
res group or associate practice; available July 1960. 


Je 2ph William Pidgeon, M.D., 5333 Littlebow Road, 
ling Hills, California; age 41; married; George 
ashington University 1951; Board eligible June 
60; Active Air Force Reserves; available July 1960. 


General Practice 


—_ 


iny Bill Delashaw, U.S.P.H.S. Hospital, Wyman 
irk Drive and 3ist Street, Baltimore 11, Maryland, 
se 27, married, University of Texas Medical Branch, 
59, available July 1960. 


Robert G. Bissell, M.D., 1143 S. Wheeling, Tulsa, Okla- 
homa, age 28, married; University of Oklahoma 
School of Medicine, 1959; no military obligations; 
available July 1, 1960. 


Robert Goodman, M.D., 63 Old Gate Lane, Powers 
Lake, North Dakota; age 56; married; University of 
Manitoba, 1930; no military obligations; available 
anytime 1960. 


Sherman Allen Hope, M.D., 1105 Yale Ave., Panama 
City, Florida, PO 3-6656, age 27, married, University 
of Oklahoma School of Medicine, 1957, available July 
1960. 


Carle H. Schroff, M.D., 3811 State Line, Kansas City 
11, Missouri: Age 31; married; University of Kan- 
sas, 1959; veteran; available August, 1960. 


Internal Medicine 


Richard I. Hochman, M.D., 37, Badger Road, Annapolis, 
Maryland, 31, married, New York University, 1952, 
available October 1, 1960. 


Edward John Hertko, M.D., 2117 S. 3rd Ave., Maywood, 
Illinois; age 30; married; University of Illinois, 1954; 
no military obligations; available October 1960. 


Grant Gwinup, M.D., 1121 Maiden Lane, Ann Arbor, 
Michigan: Age 30; married; University of Colorado, 
1956; Board eligible; specialty, endocrinology; vet- 
eran; desires group practice or academic position; 

vailable July 1, 1960. 
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Joseph Chester Maternowski, M.D., 319 Highlake, Ann 
Arbor, Michigan; age 35; married; St. Louis Uni- 
versity, 1953; eligible board of Internal Medicine & 
Allergy; veteran; specialty, Internal Medicine & 
Allergy; available July 1, 1960. 


Thomas Turner Walton, Jr., M.D., 7375 Churchill, De- 
troit, Michigan: Age 29; married; Baylor College of 
Medicine, 1955; Board eligible; veteran; specialty, 
internal medicine; desires group or associate prac- 
tice; eligible, July 1961. 


Locum Tenens 


Harold W. Calhoon, M.D., Wesley Hospital, Oklahoma 
City. One year residency in Internal Medicine. Avail- 
able July 1 to September 15th, 1960. 


Arnold Giesbrecht, M.D., Hallock, Minnesota, age 34, 
married, graduate Winnipeg, Manitoba, 1957, pre- 
fers suburban or locality close to cities. 


James D. Green, M.D., second year resident in Internal 
Medicine at St. John’s Hospital, Tulsa, desires two 
weeks’ tenure between now and July 1. Write to St. 
John’s or call Riverside 3-3059. 


(Name on Request), O.U. graduate 1956; M.D. from 
Washington University School of Medicine 1959; de- 
sires locum tenen in the Tulsa area from July 1, 
1960 until middle of September, 1960. Address in- 
quiries to Key H, The Journal, Oklahoma State Med- 
ical Association, P.O. Box 9696, Oklahoma City, Okla- 
homa. 


Charles L. Maimbourg, M.D., Campus Apartments No. 
5, Elf Street, Durham, North Carolina; Oklahoma 
University School of Medicine 1958; desires General 
Practice and/or Anesthesia during first two or three 
weeks of July 1960. 


Russell M. Preston, M.D., 476 San Juan, Oak Harbor, 
Washington, desires six month’s work in General 
Practice between time of separation from military 
service to beginning of residency training, January- 
July, 1960. 


Obstetrics and Gynecology 


Edmond Michael Brophy, M.D., 1823 Portsmouth, West- 
chester Illinois; married; University of Illinois, 1946; 
Board eligible upon completion of practice require- 
ments; no military obligations; available July, 1960. 


William Edgar Carlisle, M.D., 634 E. Patton Ave., 
Montgomery, Alabama; age 29; married; Tulane 
University School of Medicine 1953; Jr. Fellow Ameri- 
can College of Ob-Gyn; interested in associate or 
group practice; available July 1960. 













Joseph William Herbert, M.D., 2701 N. Azelea St., Vic- 
toria, Texas; age 40; married; Southwestern Medical 
School, 1945; Fellow American College of Ob-Gyn; 
desires associate or solo practice; no military obli- 
gations; available March 1960. 


David H. Holmes, M.D., 1017 Grovena Drive, St. Louis, 
Missouri, 37, married, Washington University, St. 
Louis, Veteran, available July 1, 1960. 


Gerald R. Keilson, M.D., Medical Arts Building, Dal- 
las, Texas, age 31, married, University of Texas, 
1953, board qualified, veteran, available in July 1960. 


Nejdat Mulla, M.D., 1110 Belmont Avenue, Youngs- 
town, Ohio, age 36, married, University of Geneva, 
Switzerland, 1952, American College of OB-GYN, not 
eligible military service, available July 1, 1960. 


Oklahoma physician; age 35; married; Medical Col- 
lege of Georgia, 1954; 3 years residency training 
Ob-Gyn; veteran; available in 30 days. Write Key 
“T’’, Oklahoma State Medical Association, P.O. Box 
9696, Shartel Station, Oklahoma City, Oklahoma. 


Harold G. Ray, M.D., 212 Darien Place, Box 503, 
Balboa Heights, Canal Zone, age 28, married, Uni- 
versity Arkansas School of Medicine, 1955, now in 
active reserve, available July 1, 1960. 


Juan C. Ruiz, M.D., 350 Park Ave., Lexington, Ken- 
tucky; age 36; married; University of San Marcos 
Medical School 1952; no military obligations; avail- 
able July 1, 1960. 


Pediatrics 


H. M. McClintock, M.D., 5712 St. John St., Kansas City, 
Missouri, 29, married, Baylor University, 1955, vet- 
eran, available December 1960. 


Ophthalmology 


Howard A. Dinsdale, M.D., 4624 Briarfield Road, Co- 
lumbia, South Carolina; age 29; married; University 
of Nebraska 1954; Board Certified; available October 
11, 1960. 


Ira H. Kaufman, 75 S. Middle Neck Road, Great Neck, 
New York; age 31; married; Cornell University 1953; 
Board certified; desires group or associate practice; 
available summer 1960. 


Orthopedics 
Newsom Stool, M.D., c/o Mayo Clinic, Rochester, Min- 
nesota; age 30; married; Baylor University 1953; 
Board eligible; available July 1960. 
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Radiology 


Wendell M. Burns, M.D., 1158 Belvoir Avenue, Dayt: ., 
Ohio: Age 34; married; University of Louisvi 
1954; Board Certified; veteran; available Septem! 
1, 1960. 


Surgery 


(Name on Request) 32 years old, married, Tula: », 
1952, veteran, board eligible. 


Clarence I. Britt, M.D., 1650 Neil Avenue, Apt 15, « 
lumbus, Ohio; age 32; married; Ohio University 
lege of Medicine, 1951; American Board of Surge -y 
1959; eligible American Board of Thoracic Surge 
1960; inactive reserve; available July 1960. 


Delbert H. McGinnis, M.D., Box 75, Clinton-Sherman 
AFB, Oklahoma; age 28; married; end military obii- 
gation July 3, 1960; interested in general practice: 
available July 4, 1960. 


Duane M. Clement, M.D., 310 Bates, Boulder, Colorado; 
age 39; married; University of Michigan 1944; Board 
certified; member F. A. Coller Surgical Society; 
desires group or associate practice; available April 
1960. 


Alice F. Gambill, M.D., 1601 Clover Lane, Fort Worth, 
Texas; age 36; married; Oklahoma University School 
of Medicine 1949; member AAGP; desires general 
or group practice; available May 1960. 


Jack T. Rush, M.D., Colorado State Hospital, Pueblo, 
Colorado: Age 49; married; University of Colorado, 
1939; Board certified; veteran; available immedi- 
ately. 


Donal Wray Steph, M.D., 8519 Craighill, Dallas, Texas; 
age 30; married; Southwestern Medical School 1953; 
board eligible July 1960; available July 1960. 


Clinton K. Higgins, M.D., 215 Bacon Ave., Naval Base, 
Norfolk, Virginia; age 62; married; Washington Uni- 
versity 1927; Board Certified; desires administration, 
college health physician, group association; available 
May 1960. 


Urology 


Alex Grossman, M.D., V.A. Center, Temple, Texas, 
42, married, University of Texas, 1951, board certi- 
fied, veteran, available now. 


John A. Malley, M.D., 3404 Sheffield Ave., Los Angeles, 
California; age 32; married; Marquette University 
1955; Board certified; no military obligations; avail- 
able July 1, 1960. 
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AISCELLANEOUS ADVERTISEMENTS 


OR LEASE OR RENT: Completely equipped for 
ge eral practice, 3-room clinic, 26 S.W. 25th, Oklahoma 
Ci y. Seven years old. Air conditioned, central heat. 
\W | rent with or without furniture and equipment. 
Cc: itact Mrs. Zelma King, 222% S.W. 25th, Oklahoma 
Cc . CE 2-2575 or ME 2-6811. 


ANTED: Young General Practitioner, without mili- 
ta ~ obligations, to become partner in established clinic 
ar hospital practice. $1000.00 per month to start. 
Co tact Neumann-Ottis Clinic, Okarche, Oklahoma. 


JARD CERTIFIED or board eligible internist and 
peviatrician are needed for the Broadway Clinic, 
Sh.wnee, Oklahoma; $12,000 per year to start, with a 
future partnership available. Shawnee has a popula- 
tio: of approximately 30,000, and is located within 40 
miles of Oklahoma City, and the University of Okla- 
homa Medical Center. The Clinic owns a 40-bed, 
modern, air-conditioned hospital which is located ad- 
jacent to the clinic building. 


WANTED: Internist to join old established group 
in town of 10,000 population in West Texas. Need not 
be Board certified but with adequate residency train- 
ing. Write Key A, THE JOURNAL, Oklahoma State 
Medical Association, P.O. Box 9696, Oklahoma City, 
Oklahoma. 


WANTED: Surgeon to join old established group 
in town of 10,000 population in West Texas. Need not 
be Board certified but with adequate residency train- 
ing. Write Key A, THE JOURNAL, Oklahoma State 
Medical Association, P.O. Box 9696, Oklahoma City, 
Oklahoma. 


FOR SALE: Office with six rooms, small laboratory, 
two rest rooms, storage room, air conditioned. Equip- 
ped for E.E.N.T. Near hospital. Nicely finished, with 
cement, cork covered floors. Good location. Equip- 
ment includes specialist’s chair with stand. Phoropter, 
projector and space eikonometer. Special trial case. 
giant scopes. Ritter unit, Diatherma, Two Violet Ray 
units, instruments, tables, chairs, etc. Contact Edward 
M. Loyd, M.D., P.O. Box 2061, Harlingen, Texas. 


FOR SALE: Examining room furniture and equip- 
nt. Call WI 6-1883, after 5:00 p.m. 
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Proceedings .. . 


(Continued from Page 454) 


who would serve for a period of one year. Doctor 
Frances B. Newlin of Shawnee nominated Clinton 
Gallaher, M.D., of Shawnee. There were no further 
nominations. 


Nominations were declared in order for the office 
of Vice-President. Doctor C. C. Young of Shawnee 
nominated J. Hoyle Carlock, M.D., of Ardmore. There 
were no further nominations. 


Doctor Gallaher called for nominations for the of- 
fice of Delegate to the American Medical Association 
(two year term of office). The Speaker advised the 
House that the term of office for the Delegate and 
Alternate to be elected at this meeting would not 
commence until January 1, 1961, and that the present 
incumbents would serve until that time. The incum- 
bents are Wilkie D. Hoover, M.D., Tulsa (Delegate) 
and Joe L. Duer, M.D., Woodward (Alternate). Fol- 
lowing this announcement the Speaker called for nomi- 
nations. 


Doctor Wendell L. Smith of Tulsa nominated Wilkie 
D. Hoover, M.D., Tulsa, for the office of Delegate 
to the AMA. There were no further nominations. 

The Speaker called for nominations for the office 
of Alternate Delegate to the AMA. 


Doctor Wayne A. Starkey of Altus nominated Joe 
L. Duer, M.D., of Woodward, for the office of Alternate 
Delegate to the AMA. There were no further nomina- 
tions. 


The Speaker called for nominations for the office 
of Secretary-Treasurer. Doctor Louis H. Ritzhaupt of 
Guthrie nominated Johnny A. Blue, M.D., of Oklahoma 
City. There were no further nominations. 


The Speaker called for nominations for the office 
of Speaker of the House. 


Doctor Robert T. Sturm of Oklahoma City nomi- 
nated Marshall O. Hart, M.D., of Tulsa. There were 
no further nominations. 


The Speaker called for nominations for the office of 
Vice-Speaker of the House. 


Doctor William T. Gill of Ada nominated C. M. 
Hodgson, M.D., of Kingfisher. There were no further 
nominations. 

Next on the agenda was the nomination of Councilors 
for Districts Numbers 2, 5, 8, 11, 14 and 12. 


DISTRICT NUMBER 2. A. M. Evans, M.D., Perry 
and G. B. Gathers, M.D., of Stillwater, as Councilors. 


DISTRICT NUMBER 5. Ross Deputy, M.D., Clinton 
and C. Riley Strong, M.D., El Reno, as Councilors. 


DISTRICT NUMBER 8. Wendell Smith, M.D., Tulsa 
and Earl M. Lusk, M.D., Tulsa, as Councilors. 


DISTRICT NUMBER 11. W. A. Hyde, M.D., Durant 
and Thomas E. Rhea, M.D., Idabel as Councilors. 
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DISTRICT NUMBER 14. J. B. Hollis, M.D., Man- 


gum and R. R. Hannas, M.D., Sentinel, as Councilors. 


DISTRICT NUMBER 12. Ennis M. Gullatt, M.D., 
Ada (to fill the unexpired term of- William T. Gill, 
M.D. of Ada, until 1961). 


Doctor Gallaher reminded the House of Delegates 
members that a Councilor would also have to be 
nominated from Council District Number 3 to fill the 
vacancy created if C. M. Hodgson, M.D. of Kingfisher 
were elected to the office of Vice-Speaker of the House, 
since he could not hold two offices. He advised the 
Delegates from Councilor District Number 3 to hold 
a caucus before election of officers began. 


Doctor Gallaher took this opportunity to introduce 
Mr. Dick Nelson, Field Representative of the Ameri- 
can Medical Association, and Mr. Nelson gave a brief 
report on the status of federal legislation effecting 
the medical profession and some suggestions for com- 
batting Forand-type legislation. 


Doctor Gallaher announced the next Annual Meet- 
ing would be in Tulsa on May 7th through 10th, 1961, 
at the Mayo Hotel. 


As the next order of business, Doctor Gallaher asked 
for a report from Wilkie D. Hoover, M.D., Delegate 
to the American Medical Association. Doctor Hoover 
gave a report on the AMA meeting held in Dallas in 
December, 1959. He told the House of Delegates how 
successful the Hospitality Room was and he also told 
them the American Medical Association reaffirmed 
their position that doctors should not be employed by 
hospitals because either doctor or patient is usually 
exploited. The AMA still stands for complete freedom 
of choice for the doctor, he reported. 


The Speaker next called on Malcom Phelps, M.D., 
Delegate to the American Medical Association. Doctor 
Phelps gave a report on the American Medical Asso- 
ciation House of Delegates meeting held in Atlantic 
City in June, 1959. Doctor Phelps said the highlight 
of the meeting was when the President of the United 
States appeared at the meeting. 


Doctor Gallaher then called on Joe L. Duer, M.D., 
Alternate Delegate to the American Medical Associa- 
tion. Doctor Duer reported on the American Medical 
Association House of Delegates meetings in Dallas and 
Atlantic City. Immediately following his trip to At- 
lantic City he attended a breakfast in Washington, 
D.C., where old-age problems were discussed. Doc- 
tor Duer told the House he wanted to quote Toby 
Morris ‘on what was happening in Washington today, 
“somebody says we have to take care of the old 
people, they do not ask if they need it.” 


Doctor R. Q. Goodwin, Alternate Delegate to 
the American Medical Association gave the final re- 
port on the AMA meeting in Dallas and the final 
action taken by the House of Delegates. There were 
three points stressed in the report: 


1.. Free Choice of Physicians—the AMA believes it 
is the right of each individual to choose the school 
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he attends as well as where he starts to pract 
(Sub-amendment: the AMA fully subscribes to 
freedom of the physician to provide optional medi ; 
care. ) 


2. Physician-Hospital Relationship —A physic 
should not dispose of his professional services t: 
hospital for a fee. The practice of pathology, radiolk 
etc. is an integral part of the practice of medicine 


3. Veterans Administration and Socialized Medic: 
—Resolved: That a strong protest be made to the hx 
of the Veterans’ Administration urging more sti ¢ 
requirements to govern those admitted to Veter: 
Administration Hospitals. 


Doctor Gallaher called for any reports from 
Councilors. There were no reports. 


As the next order of business, Doctor Gallaher . 
nounced that the COUNCIL REPORT would be pre- 
sented by Doctor Alfred T. Baker, President of t! 
Oklahoma State Medical Association. Doctor Baker 
presented the following report: 


(See COUNCIL REPORT on page 474.) 


Doctor John E. McDonald of Tulsa moved that the 
Council Report be accepted. Doctor Marshall 0. Hart 
of Tulsa seconded the motion and it passed. 


Doctor Gallaher advised that the next order of busi- 
ness would be reports from the association’s councils. 


Report of the Council on Public Health 


By: Bert T. Brundage, M.D., Thomas, Chairman 
(See Council on Public Health report on page 475.) 


Doctor Charles E. Green of Lawton moved that the 
report be accepted. 


Doctor Louis H. Ritzhaupt of Guthrie offered a sub- 
stitute motion that the part be accepted that pertains 
to the proper activities of the Oklahoma State Medi- 
cal Association. 


Doctor E. K. Norfleet of Bristow moved that pages 
3 and 4 of the report not be accepted. 


At this point Doctor John W. DeVore of Oklahoma 
City, who is the Chairman of the fourteen fact-finding 
committees of the Oklahoma White House Conference 
on Aging, spoke at length in regard to the portion 
of the report which pertained to the White House 
Conference. 


Doctor Joe L. Duer of Woodward moved that an 
amendment be made that the report be accepted and 
each item be considered individually. This motion 
was seconded by Doctor E. K. Norfleet of Bristow. 
The motion was defeated. 


Doctor Louis H. Ritzhaupt of Guthrie made a motion 
that the report be accepted and that the part which 
pertains to the Oklahoma State Medical Association 
be approved. The motion was duly seconded and 
carried. 
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ort of the Council on Professional Education 
R. R. Hannas, M.D., Sentinel, Chairman 


»e Council on Professional Education report on 
480.) 


ctor E. K. Norfleet of Bristow moved that we 
»t and approve the report of the Council on Pro- 
mal Education. The motion was duly seconded 
vassed. 


12:25 P.M., the Speaker announced the meeting 
{ be adjourned for lunch, and would reconvene 
e Mirror Room at 1:30 P.M. 


House of Delegates reconvened at 1:30 P.M. 
ie Mirror Room of the Municipal Auditorium. 
1oma City. 


‘tor Gallaher advised that the Association’s Coun- 
‘ports would continue. 


Report of the Council on Public Policy 


James W. Kelley, M.D., Tulsa, Chairman 


ee Council on Public Policy report on page 481.) 


Doctor Joe L. Duer of Woodward moved that the 
report of the Council on Public Policy be accepted. 
The motion was duly seconded and passed. 


Revort on the Council on Socio-Economic Activities 


By: Mark R. Johnson, M.D., Oklahoma City, Chair- 
1an 


See Council on Socio-Economic Activities report on 
page 485.) 


Doctor Louis H. Ritzhaupt of Guthrie moved that 
the House of Delegates accept the report of the Council 
on Socio-Economic Activities and refer it to the Coun- 
cil of the Oklahoma State Medical Association. The 
motion was duly seconded and passed. 


Report of the Council on Insurance 


By: Simon Pollack, M.D., Tulsa, member 


(Doctor Pollack read the report in the absence of 
Doctor Bruce R. Hinson) 


(See Council on Insurance report on page 487.) 


The Speaker announced that since no recommenda- 
tions were made, the House of Delegates did not need 
to take action unless it so desired. No motion was 
made. 


Resolutions 


Doctor Gallaher announced that the Introduction of 
Resolutions was the next order of business, and that 
they would be introduced by title only at the opening 
session, referred to the Resolutions Committee, and 
formally acted upon in the closing session of the 
House of Delegates. The following resolutions were 
introduced: 
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1. A resolution commending Grady F. Mathews, 
M.D., Commissioner of Health of the State of Okla- 
homa, submitted by Custer County Medical Society. 


2. A resolution protesting the increase in first class 
postal rates, submitted by the Pittsburg County Medi- 
cal Society. 


3. A resolution opposing compulsory social se- 
curity for physicians, submitted by the Oklahoma 
County Medical Society. 


4. A resolution in opposition to Forand-type legis- 
lation, submitted by the Oklahoma County Medical 
Society. 


5. A resolution to support an amendment to the con- 
stitution of Oklahoma to provide more money to sup- 
port institutions of higher learning and mental in- 
stitutions, submitted by the Tulsa County Medical 
Society. 


6. A resolution urging ‘more active participation in 
exerting influence on local, state and national political 
affairs, submitted by the Tulsa County Medical So- 
ciety. 


7. A resolution to re-negotiate a contract with the 
Federal Government in the operation of the Medicare 
Program, submitted by the Comanche-Cotton County 
Medical Society. 


8. A resolution to provide loan funds for first and 
second year medical students at the University of 
Oklahoma, submitted by the Kay-Noble County Medi- 
cal Society. 


Doctor Gallaher further announced that resolutions 
could also originate in the Resolutions Committee. 


The next order of business was the Introduction of 
Amendments to the Constitution and By-Laws. 


Doctor William T. Gill, Ada, reported that there 
were no proposed amendments to the constitution; 
there were three proposed changes in the By-laws, 
pertaining to basic requirements for membership and 
termination of membership in regard to Narcotic Law 
Violation. 


The Speaker announced that the Resolutions Com- 
mittee would meet in Room 1120 of the Skirvin Hotel, 
and that the Constitution and By-Laws Committee 
would meet in Room 1016 of the Skirvin Hotel, at 3:00 
P.M. 


Doctor Joseph M. James of Muskogee asked to 
make a few remarks to the House of Delegates. He 
told them that in order to enhance our relationship with 
the general public, the medical profession should 
come out from seclusion and speak up about contri- 
butions to society—as the care of indigents, etc. 


Doctor Gallaher advised that the last order of 
business in the opening session of the House of Dele- 
gates would be the reading of the Necrology Report. 
Doctor Gallaher turned the Chair to Doctor J. Hoyle 
Carlock the Vice-Speaker, for the presentation of the 
Necrology Report. 





Doctor Carlock requested that the Delegates stand 
during the reading of the report. 


Following the ‘reading of the Necrology Report, the 
Speaker announced that the House of Delegates of 
the Oklahoma State Medical Association, Opening Ses- 
sion, would recess at 2:30 P.M. to reconvene at 
5:00 P.M. 


REPORTED BY DORIS LEE GEORGE 


COUNCIL REPORT 


The last council report had as its opening paragraph 
the following: ‘It seems rather ironical that each 
Council Report of the Oklahoma State Medical Asso- 
ciation finds the profession still seeking to assist in 
solving problems, not only in the scientific field of 
medicine, but the problems also of the body of poli- 
tics and those of economics.’’ From the problems of 
the last twelve months it would seem that there has 
been no change in the situations which have con- 
fronted the Association. 


This report (as those in the past) cannot possibly 
deal with all of these problems or recite the profes- 
sion’s accomplishments in the past year or years, or 
contemplated in the future. 


These remarks of the Council are made only to 
draw to the attention of the House of Delegates that 
each delegate should weigh carefully his deliberations 
of the reports and recommendations that will be made 
by the several committees of the Association. 


Membership 


As of May 1, 1960, the membership of the Associa- 
tion was as follows: 
Paid Membership 1,568 
Life and Honorary Membership 125 
For a total membership of 1,693 
This is in comparison of a total membership 


at the same date in 1959, of 1,639 


Finance and Budget 


The Council once again reiterates that the estimat- 
ing, in 1960, of the income and expenditures of the 
Association for the year 1961 is virtually impossible. 


The House of Delegates at its last meeting approved 
the recommendation of the Council that the Associa- 
tion as rapidly as possible create a reserve fund of 
at least one-year’s operating expense which at that 
time was approximately $100,000.00, but which as of 
this date is now approximately $120,000.00. This action 
of the House of Delegates is being carried out by the 
Council within the limits of the funds available. 


On December 31, 1959, the assets of the Association 
were as follows: 


Cash on hand 
Savings and Loan 
(Ponca City, Lawton, Bartlesville) 


$32,243.13 
22,354.65 


Total $54,597.78 


¢ 


Since December 31, 1959, the account with the H» 
Savings and Loan Association of Bartlesville, has !< 
increased to a total of $10,000.00, and an additis 
$10,000.00, has been placed with the Durant Bui!‘ 
and Loan Association. Thus, the total reserve acs 
of the Association as of this date not counting . 
in the bank is in the amount of $40,000.00, all acco 
earning 4% interest. 


Considering these financing factors and the pr 
operating costs of the Association, and any ca::t 
investments that might have to be made, your Cov: ci 
recommends that the dues of the Association rem ai 
at $42.00, for the year 1961. 


Budget 


INCOME 

DUES 

ANNUAL MEETING 
JOURNAL 
MISCELLANEOUS 


$69,000.00 
9,000.00 
54,000.00 
1,000.00 


TOTAL INCOME $133,000.00 


Expenses 


GENERAL ADMINISTRATIVE 
EXPENSE 

ANNUAL MEETING 

COMMITTEES 

TRAVEL (in and out of state) 

JOURNAL 


$55,000.00 
16,000.00 
4,000.00 
6,000.00 
47,000.00 


INCOME OVER EXPENDITURES 


$ 5,000.00 


Journal 


The House of Delegates’ attention is again called 
to the continued expansion of the Journal. 


Last year the total number of pages of copy in- 
creased from 744 pages in 1958, to 840 pages in 1959. 
The pages of advertising in 1958, was 923 and in- 
creased to 1,035 in 1959. 


The Council regrets that it must announce that 
Doctor Ben H. Nicholson, the Editor of the Journal, 
has found it necessary for personal reasons to resign. 
The Council in this report expresses to Doctor Nichol- 
son its sincere appreciation for the excellency of his 
contributions to his profession and the Journal during 
the years he has served as editor. 


Annual Meeting 


In the 1959 Council Report which was adopted by 
the House of Delegates, the Annual Meeting city was 
secured three years in advance with the meeting 
to be held in 1961 in Tulsa. In cooperation with the 
Tulsa County Medical Society and the Tulsa Chamber 
of Commerce, the meeting dates have been set as 
May 7-10, 1961. 


The Council commends Doctor Charles M. Bielstein, 
General Chairman, and his committees for the splendid 
work done in making arrangements for the Annual 
Meeting this year. 
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Councils 


| last year’s Council Report it was recommended 
tha’ the committee structure of the Association be 
strcamlined by creating five councils as follows: 


A. Council on Public Health 

B. Council on Public Policy 

C. Council on Socio-Economic Activities 
D. Council on Insurance 

E. Council on Professional Education 


» House of Delegates approved this procedure on 
il basis for a period of one year. 


ring the past year under the new operational pro- 
‘e, much has been accomplished and yet at the 

time there has not been sufficient experience 
he Council procedure to be tested as to its effi- 
y and therefore, it is recommended that this type 
‘ganization for the Association be given one more 
of experimentation before there is a definite 
mmendation as to necessary changes in the By- 
s to make the change permanent. 


Honorary-Life Members 


The Council has had the following applications for 
ynorary Life Memberships submitted to it and rec- 
nmends their election: 


dgar A. Johnson, M.D., 103% East Jackson, Hugo 


Charles Nelson Berry, M.D., 1816 Drury Lane, Ok- 
lahoma City 


Hull W. Butler, M.D., 1430 North West 27th, Okla- 
homa City 


L. D. Hudson, M.D., 308 East 8th, Dewey 


Clarence O. Epley, M.D., 1200 North Walker, Okla- 
homa City 


Walter A. Huber, M.D., 2222 East 25th, Tulsa 

Waldo B. Newell, Sr., Broadway Tower, Enid 

Walter S. Larrabee, M.D., 416 Medical Arts Building, 
Tulsa 


G. I. Walker, M.D., 402 North Price, Hominy 


Legislation 


While this subject will be presented to the House 
of Delegates by the Public Policy Committee, the 
Council, nevertheless, feels that this subject cannot be 
over-stressed with particular emphasis on the Forand 
Bill (H. R. 4700) now before the national Congress. 


Unless each member of the medical profession pulls 
his share of the load, final enactment may be in- 
evitable. 


With regard to medical and hospital care for either 
the medically indigent or persons over 65, this House 
of Delegates is reminded that at a special-called ses- 
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sion of the House of Delegates held February 21, 1960, 
the House of Delegates approved the plan of Blue 
Cross-Blue Shield ‘Special 60 Program’’ for individ- 
uals over 60 years of age. The result of the enrollment 
of persons over 60, under this program is not known 
at this date. The Council urges the profession to give 
careful consideration to this program of Blue Cross- 
Blue Shield to the end that it shall not be abused. 


The House of Delegates’ attention is also directed to 
the Smathers-Morton-Keogh-Simpson Bill (H. R. 10) 
which will allow self-employed persons to create their 
own retirement. This bill, now before the Senate Fi- 
nance Committee, is in the process of being reported 
out of Committee, and Senator Robert S. Kerr of Okla- 
homa, as the second ranking member of the Senate 
Finance Committee, is in a strategic position for its 
final enactment. As has been reported previously in 
the ‘“‘Osma-scope’’, the profession should let Senator 
Kerr know their feelings in this matter. 


With regard to state legislation, this will be dealt 
with in the report of Public Policy Committee. 


White House Conference 


As reported in the last Council report, there were 
to be two White House Conferences, one in 1960 and 
one in 1961,—one on vouth and the other on aging. 
Reports on both will subsequently be a part of the 
Council on Public Health. 


It is obvious that the White House Conference on 
Aging may have far reaching import on the ultimate 
type, if any, of federal legislation for the medically 
indigent, or aged. 


Industrial Commission 


During the past months there has been a great deal 
of publicity concerning the manner of operation of 
the Industrial Commission and the manner in which 
medical testimony was given. Officers of the Associa- 
tion and members of the Grievance Committee have 
attended all legislative hearings on this matter and 
as of this date no member of the Industrial Com- 
mission or the Legislative Council has seen fit to 
make public the names of the accused physicians. 


The Association and the Board of Medical Exami- 
ners appeared before the Legislative Council and 
pledged their cooperation not only to the Legislative 
Council but to the Industrial Commission in any and 
all respects that might in any way clear up the ex- 
isting situation. 


The Oklahoma Bar Association offered its services 
in re-writing the Industrial Commission Law and it 
is assumed and probable that the Association will 
assist the Bar Association in this endeavor. 


COUNCIL ON PUBLIC HEALTH 
Bert T. Brundage, M.D., Chairman 


The Council on Public Health at the beginning of the 
year was composed of the following committees: 





Aging, School Health, Rehabilitation, Perinatal 
and Maternal Mortality, Mental Health, Cancer, 
and Civil Defense. 


In the latter part of this year, on request of the Chair- 
man of the Council, a Liaison Committee to the Public 
Health Department was appointed, the Chairman of 
this Committee being Doctor Paul Erwin of Oklahoma 
City. This latter Committee was appointed to survey 
the State of Oklahoma with regard to the medical su- 
pervision of county health units as directed by the 
previous House of Delegates. 


A questionnaire was created and sent to all county 
and/or district medical societies for a report on all 
77 counties of the State of Oklahoma. 


The survey brought reports from 43 of the 77 coun- 
ties. A review of the surveys showed that only 7 
county medical societies had ever met with county 
health officers to discuss the public health problems 
of their respective counties. The survey also de- 
veloped these points with regard to the present opera- 
tion of county health units: 


1. County health units treating patients free, who 
are able to pay. 


2. Non-cooperation from physicians in private prac- 
tice. 


3. The majority of the counties would like to have 
a fulltime public health unit. The survey further 
showed that there was probably insufficient medical 
supervision of the activities of the county health de- 
partments in the majority of counties where there was 
not a fulltime public health unit. 


Predicated upon the results of this survey, the Com- 
mittee addressed a letter to the Commissioner of 
Health, Grady F, Mathews, M.D., asking as to whether 
or not the Oklahoma State Medical Association could 
assist the Department in securing better medical su- 
pervision of county health departments where indi- 
cated. Doctor Mathews immediately replied to the 
effect that the Department would welcome such co- 
operation and it is the hope of the Liaison Committee 
that there will be such cooperation between the State 
Association and the Department of Public Health. 


Committee on School Health 
Robert D. Shuttee, M.D., Chairman 


The activity of the Committee on School Health was 
limited to participation in the White House Confer- 
ence on Children and Youth. 


The White House Conference on Children and Youth 
began in 1909, when the first meeting was called by 
President Theodore Roosevelt. The conference has 
been held every 10 years since and concerns itself 
with the past, present, and future needs of the chil- 
dren and youth of our Nation. 


The theme of the 1960 Conference was: ‘‘To promote 
opportunities for children and youth to live a full and 
creative life in freedom and dignity.’’ Over 7,000 at- 
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tended the meeting, 14% of whom were represente: by 
the Youth. All organizations and individuals thro. zh- 
out the Nation, interested in the health and welfar: of 
children, were represented. There were five ger ral 
theme assemblies, eighteen forums, and two hun: “ed 
ten work groups. Each individual was assignec. to 
a specific work group, so that each topic woulc be 
represented by various professions and organizati~s. 


In view of the fact that there were a limited 1 
ber of representatives from Oklahoma to attend t 
forums, it was necessary that the Oklahoma repr« 
tatives determine the most important workshop * « 
would attend. On the basis of this determination, » . 
representative elected to attend the forum on ‘ 
Young with the Social Handicap;’’ and the work gr 
topic was, “Neglected Children.” This proved tc 
a very interesting work group and seemed to o 
several positive steps toward aiding our children 
youth to lead a more useful life. Though the need ic 
the physically handicapped was recognized, our 
cussion was directed to the fact that more atten 
is needed for the early recognition and therapy 
the emotionally handicapped. It was shown that 
physician, caring for children, plays an import 
role in detecting and directing therapy for the emo- 
tionally disturbed child. 


A system was proposed for state and community 
commissions, represented by various professions and 
organizations to direct attention to all phases in the 
care of neglected children. 


All in all, your representative was personally im- 
pressed with the Conference. As one physician said, 
before the meeting started, that he was in a state of 
psychological blank; your reporter was of the same 
opinion until the purpose was unfolded. Obviously, 
with such a large number represented, there were 
some members present who were not satisfied with 
their work group topics, but, if an adequate follow-up 
of even a few of the suggestions will be made on a 
national, state, and above all, a local level, the meet- 
ing was a success. 


Committee on Aging 
J. Walker Morledge, M.D., Chairman 


Background 


The activities of the 1958-59 Committee on Aging 
more or less set the course for its successor’s efforts 
during the past year, when it initiated state action 
in regard to the White House Conference on Aging. 
Because of this special carry-over project, all but 
one of the Committee’s regular activities were sus- 
pended in favor of working on the Oklahoma White 
House Conference on Aging. The Sub-Committee on 
Rehabilitation and Restoration of the Aged continued 
its activities, and a summary of its accomplishments 
is included in this report, along with a review of White 
House Conference Activities. 


Oklahoma White House Conference on Aging 


The previous committee had just begun its work of 
determining the health needs and status of Oklahoma’s 
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ing and aged populations, when it was learned that 
agress had enacted legislation, P. L. 85-908 calling 

a national White House Conference on Aging, 
r1eduled to be held in Washington, D. C., in 1961. A 
ther provision of the law authorized federal grants 
$5,000-$15,000 to states, the purpose of which was 
help the states to finance local conferences during 
0. 


yn the assumption that the available Federal grant 
ild be sought after by various state agencies en- 
xed in the provision of health care, the committee 
‘ame interested in seeing to it that the funds and 
Oklahoma conference were managed by an un- 
sed agency of state government. For this reason, 
previous committee recommended that the Gov- 
or apply for the funds on behalf of the Extension 
ision at the University of Oklahoma. The Gov- 
or granted this request. 


‘he manner in which the statewide study has been 
idled to date, indicates that the previous commit- 
was wise in its recommendation. All but one state 
s applied for the Federal money, but few of the 
te activities are being operated with the degree 
impartiality that is apparently being displayed in 
lahoma. 


Activities of the Present Committee 


Due to the tremendous scope of the statewide study 
the Oklahoma White House Conference on Aging and 
e fortunate involvement of committee members and 
other OSMA members in this study, the Committee on 
\ging membership has been absorbed into the commit- 
tee structure of the White House Conference undertak- 
ing rather than continue all of its previous activities. 
More than sixty Oklahoma physicians are participating 
in key positions: OSMA President Doctor Alfred T. 
Baker, is a member of the Governor’s Committee; 
Doctor John DeVore is chairman of all the fourteen 
fact-finding committees which are being employed in 
in the study; the Chairman of your Committee on Aging 
is serving as chairman of the Fact Finding Committee 
on Health of the Aged; and Doctor Lee Honska is 
Chairman of the Committee on Research, Training 
and Demonstration. Mr. Blair is on the committee 
which will make recommendations as to the selection 
of delegates to the national conference. 


Other physicians who have participated have done 
so in various positions throughout thirteen of the four- 
teen fact-finding committees; through service on 
and/or chairmanship of mayor’s committees in Okla- 
homa cities of over 2500 population; and, through ap- 
pearances on the programs of regional conferences 
held in key areas of the state. While physicians in- 
volved in conference activities have of necessity been 
operating as individuals, they have tried to reflect 
the philosophy of organized medicine in every possible 
way. 


The results of this gathering of information and ex- 
change of ideas will be reported to the Oklahoma 
White House Conference which is scheduled to be 
eld in Norman on June 7, 8 and 9, 1960. From the 
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conference certain recommendations will be made 
concerning the health status of Oklahoma’s senior 
citizens, and these recommendations will be trans- 
mitted to the national White House Conference on aging 
which will be held in Washington, D. C., in January, 
1961. 


Health Fact Finding Committee 


Since physicians have been primarily responsible for 
the preparation of the report of the Health Fact Find- 
ing Committee, a brief summary of the organization of 
this committee and its recommendations follow: 


The major committee was sub-divided into three 
areas of investigations: Health Care Resources, Health 
Care Needs and Health Care Financing. After a care- 
ful review of the above subjects and their application 
to the increasingly large aging and aged segments 
of the Oklahoma population, the following recommen- 
dations were made: 


Public Health Resources 


1. Joint development of a continuing intraprofession- 
al (medical) campaign focused on developing and 
maintaining joint and united action for improvement 
of state and local health department’s staff and pro- 
gram. 


2. A joint and continuing epidemiologic type of 
survey of the public’s use and demand for services, 
as a measure of effective need. 


3. It is recommended that the medical profession 
join efforts with the county officials to obtain state 
legislative appropriations of monies, for allocation 
to the counties, in an amount of 50¢/capita. This 
would provide 1.1 million dollars compared to $385,358 
appropriated for 1960. 


4. In order that the Oklahoma State Department 
of Health be able to meet its statutory and other pub- 
lic health obligations toward all age groups at a 
minimal acceptable level, it is recommended that 
similar efforts be made to obtain legislative approp- 
riation of a similar amount ($1.1 million) for the op- 
eration of the State Department of Health. (Costs 
have increased approximately 43% in 10 years while 
state appropriations have increased by about only 
15%.) 


Dietetic and Nutrition Resources 


1. Increase full time dietitians services by 39 dieti- 
tians. 


2. Provide 24 dietitians to share their services 
among geographically convenient hospitals. 


3. Provide six nutrition consultants to be strate- 
gically located in the various areas, plus one chief 
nutritionist; all under direction and supervision from 
the State Department of Health, thus enlarging its 
nutrition unit. 


4. Also, place a senior dietary consultant under the 
supervision of the Chief Nutritionist at the State De- 
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partment of Health and one consultant each to be 
assigned to areas A and B. 


The objectives ‘are to provide dietetic services to 
all hospitals and nursing homes, and for the other 
public health aspects of nutrition through educa- 
tion, economic surveys of food and nutrition costs, etc. 


5. In order to achieve the above recommendations, 
the necessity of more qualified nutrition educators 
and expanded educational programs must be recog- 
nized. Therefore we recommend that funds and op- 
portunity be made available to provide advanced 
training to develop nutrition educators. 


6. We recommend that a continuing program be 
developed and directed by qualified instructors for 
the training of food service personnel in all institution- 
al types of medical and domiciliary care facilities. 

7. Studies need to be made to determine the nutri- 
tional status and dietary practices of the aged and 
other age groups in Oklahoma; both in their homes 
and in all institutional types of medical and domiciliary 
care facilities. 


Nursing Resources 


1. Encourage better utilization of graduate nurses 
by developing flexible work schedules patterned to the 
needs of married nurses and recent unmarried grad- 
uates. 


2. A continuing program for the redevelopment of 
nursing skills in the temporarily retired graduate nurse 


whose diminishing family responsibilities will allow her 
to return to active nursing. 


3. The development and organization of a continuing 
nurse aide training program under the sponsorship of 
an educational agency, with cooperation from other 
health agencies, in order to take advantage of the find- 
ings and materials developed through the pilot project 
of the State Department of Health. 


4. Inform physicians, communities, and their leaders 
regarding the visiting nursing services that can be 
developed and provided through their county health 
units, to fit the needs of the particular physician’s 
patient. 


Health Care Financing 


1. No major legislative action should be taken until 
the completion of the National White House Conference 
on Aging, January, 1961. 


2. Oklahoma must uphold voluntary enterprise as 
the system of choice and oppose additional federal 
spending. 


3. Oklahoma must conduct a comprehensive survey 
of the status of its senior citizens and develop correc- 
tive health programs at the family, city, county and 
state levels—in that order. 


4. Voluntary programs should be emphasized, with 
local tax-supported activities limited to the truly in- 
digent, and/or disabled who cannot be helped through 
voluntary means. 
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5. The medical care funds of the Department of 
Public Welfare should be re-directed to the extent that 
better and more nursing and domiciliary home care 
may be provided to the indigent. 


6. Ways and means for easing the financial burd«n 
of catastrophic illness of the aged must be studied ard 
solved at the state level. The term ‘‘catastrophic” mu:t 
be clearly defined. 


7. Rehabilitation of the aged should be included 
a part of the creation of a central diagnostic rehabi:- 
tation facility at the state level. 


8. The financial plight of the aged must be relieve: 
through greater employment opportunities and a relax 
tion of income restrictions imposed upon welfare anii 
social security recipients. Income restrictions shou! 
be flexible, to the extent that they are consistent witi 
the economy. 


9. Voluntary prepaid health plans and commercia! 
health insurance companies must be inspired and en- 
couraged to develop more and better programs for the 
aging and aged. 


10. County medical societies, public health units and 
community leaders must establish a better liaison and 
spirit of cooperativeness designed to accomplish more 
and better voluntary programs to assist the needy 
elderly in the prevention of illness and the correction 
of health problems. 


11. To coordinate the accomplishment of the above, 
it is recommended that the Governor establish, under 
his direction, a ‘“‘dollar-a-year’’ type Committee on 
Aging, with a full-time Executive Director. The com- 
mittee should be comprised of professional, educational, 
religious and business leaders of the state, with suffi- 
cient staggered tenure to permit continuity of planning. 
The committee must be free from politics and from the 
control of any agency or department of government. 
Similarly constituted committees should be established 
at the county level. 


General 


1. A measure of quantitative adequacy of physician- 
time should be developed in relation to the work to be 
done; along the lines of the work of Dr. Roger I. Lee, 
done for a federally sponsored health study in 1933. 
It is even more necessary now, with changes in medical 
and surgical skills, population shifts, costs, travel time, 
and the progressive shifting of the quantitative rela- 
tionships between family-physician-time and specialist- 
time, the definition of their joint relationships to mod- 
ern high level comprehensive medical care; and, most 
important, as a guide to judgment in these matters. 


2. A local (state) health information gathering opera- 
tion should be instituted on a continuing basis, and for 
all related health fields—physicians, dentists, hospitals, 
nursing homes, nurses and other para-medical per- 
sonnel; also for population illness surveys, utilization 
of service and facilities. This data would be available 
to all groups contributing to it. The use of data other 
than that contributed from a given group would be 
available for use and/or publication only on a joint or 
a mutually agreeable basis. 
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rhe management of any segment of the health field 
the members of that segment in relation to the other 
sments is just as handicapped by lack of information 
trends and current status and follow-up as would 
the management of any business-like operation. 


t is suggested that such a health information center 
located and developed in the University of Oklahoma 
dical Center, under the supervision and operating 
ponsibilities of the Biostatistical Section of the De- 
‘tment of Preventive Medicine and Public Health. 


ince many of the above recommendations will un- 
ibtedly be argued at the state conference and since 
final outcome of the state conference will have a 
ct bearing upon the Oklahoma recommendations to 
transmitted to Washington, the Committee on Aging 
planned to meet with representatives of the Okla- 
na Hospital Association, the Oklahoma Nursing Home 
ociation and the Oklahoma State Dental Association, 
or to the conference, in order that the interested 
ilth professions will be adequately represented dur- 
conference activities. 


t is our understanding that the conference will re- 
ve wide advance publicity and that individual invita- 
ns will be mailed to members of the medical pro- 
sion. Your committee therefore recommends that 
of you make plans to attend the conference in the 
nterest of adequate professional representation. 


Committee on Rehabilitation 


Earl D. McBride, M.D., Chairman 


The first meeting of the Committee on Rehabilitation 
of the Oklahoma State Medical Association was held on 
November 15, 1959 at 2:00 p.m. 


Resolutions were adopted by the Committee as fol- 
lows: 


1. “Definition of rehabilitation is the restoration of 
the individual to a functional capacity; mentally, phys- 
ically, and psychologically; to establish as nearly as 
possible’ an independent status in life.”’ 


2. ‘A medical diagnostic rehabilitation facility be 
established at the University Medical Center to which 
disabled individuals could, by proper referral, be evalu- 
ated en toto through a team approach of all medical 
specialists and co-medical personnel to determine and 
coordinate the individual’s rehabilitation objective and 
treatment with the necessary cooperation of all private 
and public groups and agencies that might be so con- 
cerned.” 


The second meeting of the Committee was held on 
January 10, 1960 at 2:00 p.m. Further resolutions were 
adopted as follows: 


‘In an effort to enhance the training of physicians 
of the State of Oklahoma, it is recommended that a 
Diagnostic Rehabilitation Center be organized and co- 
ordinated for research and teaching at the University 
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of Oklahoma School of Medicine. At this center, dis- 
abled individuals could, by proper referral, be evalu- 
ated en toto through a team approach of all medical 
specialists and co-medical personnel to determine and 
coordinate the individual's rehabilitation objective and 
treatment with the necessary cooperation of all private 
and public groups and agencies that might be so con- 
cerned.” 


The following resolution was also approved by the 
Committee: 


“We, the Committee on Rehabilitation of the Okla- 
homa State Medical Association, do resolve that: It is 
a worthy and profitable endeavor for us, as citizens 
of the United States, to endorse, promote, and assist in 
the rehabilitation of physically and emotionally handi- 
capped persons so that they may become occupationally 
and vocationally restored and self-supporting. 


“And we find that we can endorse the current philos- 
ophy of rehabilitation as practiced by the Oklahoma 
State Department of Vocational Rehabilitation in: 


“1. Using practicing physicians in the local com- 
munities to evaluate its clients (on a fee for service 
basis), and: 


“2. Relying upon practical medical judgment to 
select and treat those cases (on a fee for service basis) 
which, in the light of present medical and educational 
knowledge and abilities, are actually feasible for voca- 
tional rehabilitation, and; 


“3. Employing available persons in private, charit- 
able, and public institutions, and placement services to 
disabled persons, to accomplish their vocational reha- 
bilitation in a practical economical manner, and; 


“4. Performing these acts in a manner which retains 
and enhances the personal sense of dignity and inde- 
pendence of the individual who is undergoing rehabili- 
tation. 


“And, we therefore resolve to commend the present 
administration of the Oklahoma Department of Voca- 
tional Rehabilitation for its efficient performance in ac- 
cordance with the American principles of achievement 
that strengthen the individual; and we urge that this 
work continue and be expanded in accordance with these 
principles and objectives.” 


Another resolution was adopted in which it was noted 
that the National Rehabilitation Association would hold 
its meeting in Oklahoma City in October, 1960. A motion 
was made and passed that the Rehabilitation Commit- 
tee promote and present a Scientific Exhibit at this 
meeting entitled ‘The Role That Physicians Play in 
Rehabilitation of the Handicapped.” The object of the 
exhibit would be to have a number of physicians and 
specialists present who would answer questions of the 
social workers and other members attending the con- 
vention, also some statistics showing the number of 
examinations and surgical operations and medical treat- 
ments, and other statistics showing the services ren- 
dered by physicians in the field of rehabilitation in 
Oklahoma. 
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Three exhibit spaces for the NRA meeting are being 
made available on a complimentary basis. The plan- 
ning of the exhibit: has been delegated to a sub-commit- 
tee which is chaired by William K. Ishmael, M.D. 


This Committee for 1960 recommends that at least 
some continuity be used in appointments for 1961. 


Sub-Committee on Rehabilitation 
and Restoration of the Aged 


Herbert Kent, M.D., Chairman 


As previously stated, this sub-committee continued 
to function despite the conflicting activities of the White 
House Conference. 


The group submitted a preliminary report of its ac- 
tivities in April of 1959, but has now completed its 
studies related to the problem of rehabilitation and res- 
toration of the aging and aged. 


Because of the inherent complex nature of the aging 
problem and the multi-faceted solutions which are pos- 
sible for rehabilitating an aging individual, the report 
was subdivided into five specific areas: The Problem, 
Prevention, Diagnosis, Treatment and Facilities. 


The current status of rehabilitation is comprehen- 
sively reviewed in the report and recommendations are 
made for increased interest and activity in this vital 
feature of the health care of the aged. 


The committee observes that there is a great need to 
restore the physical, mental, social, vocational and eco- 
nomic life of the senior citizen. It is further stated 
that the magnitude of the task and the necessity for 
an enlightened attitude toward the needs of the aging 
ill can be successfully met by recognizing the impor- 
tance of the individual rather than of his disability. 


Other Committees 


Other committees of the Council have not filed a 
report. 


COUNCIL ON PROFESSIONAL 
EDUCATION 


R. R. Hannas, M.D., Chairman 


The Council on Professional Education has consisted 
of a chairman and three committees: 


Post Graduate Education 
Medical School Liaison 
American Medical Education Fund 


The report of each of these committees follows: 
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Post Graduate Education Committe > 


(1) This committee has been engaged in organizi: 2 
a series of post-graduate medical education courses 
be presented throughout the State at locations mc + 
easily accessible to the physicians of all areas in . 
attempt to bring continuing medical education as clo 
to home as possible for our members. It is believ 
that such a program will (1) provide a more enlighten: 
physician for the people of the State of Oklahoma, | 
strengthen the bonds between the practicing physici 
and the State Association, and (3) perhaps decrea 
malpractice claims through the educational benefits p: 
vided. Accordingly, the following recommendation 
made: 


Recommendation 


That a Decentralized Post Graduate Medical Educa- 
tion Program shall be sponsored by the Oklahoma Sta! 
Medical Association in conjunction with the Universit 
of Oklahoma Medical School, to begin as soon as prac- 
ticable, and have the following provisions: 


(a) Faculty for the courses to be furnished by the 
Medical School, and to be paid a suitable fee plus 
travel expenses. 


(b) Dates and sites for the courses to be determined 
by representatives of this committee working in con- 
junction with the Executive Office of the Oklahoma 
State Medical Association, the Medical School, and phy- 
sicians in the areas concerned. 


(c) The number of courses presented to be deter- 
mined by local physicians’ reception and support. 


(d) Each course generally to consist of three hours 
of lecture and one hour of discussion, the lectures pro- 
viding basic science, research, and clinical coverage of 
a particular organ-system, to be presented when prac- 
ticable at an evening dinner meeting. 


(e) Courses to be financed by tuition fees charged 
attending physicians, with the Oklahoma State Medical 
Association underwriting any financial losses incurred 
not to exceed $2,500. 


(2) In an attempt to foster progressive postgraduate 
medical education, a second project has been under 
consideration by this committee. This concerns a post- 
graduate seminar to be presented at the University ot 
Oklahoma Medical Center and would involve an entirely 
new method of conducting a postgraduate course. It 
is believed that in sponsoring such a course the Okla- 
homa State Medical Association may make an outstand- 
ing contribution to the field of postgraduate medical 
education, which may serve as a model for other states 
or schools to follow. Details of the plan are as follows: 


(a) Enrollment would be limited to 30 physicians. 
(b) The sessions would last for 2% days, tentatively 
beginning on Thursday morning and finishing Saturday 


at noon. 
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The group of 30 would be divided into five groups 
ix each. 


Each half day session would last from 2% to 3 


Each group of six would meet with three instruc- 
a local staff man serving as moderator, a local 
ity member particularly skilled in the topic to be 
issed, and a guest discussant from one of the 
by medical schools. 


The participants would be required to supply 
ions on each topic in advance, these would then 
ssembled, mimeographed, and distributed to all 
ssants and participants in advance. 


The seminars would be truly round table, in- 
al, and no lectures as such would be given. 


Each participant would spend half a day with 
group of discussants and thereby cover five topics 
ig the 2%4 day period. 


Outline for scheduling would be as follows, with 
five groups of physicians indicated as A, B, C, D, E, 
the five groups of topics by numbers: 


ic Thur AM Thur PM Fri AM Fri PM Sat AM 


If more than 30 applicants apply, those not se- 
ted for the first course would receive preference for 
epeat course, either the same year or the following 
ir, the number of courses to be determined by the 
nber of applicants. 


k) If more than 30 applicants apply, selection will 
be made geographically so that no one area, such as 
Oklahoma City, would receive preference. 


Recommendation 


That the Oklahoma State Medical Association in con- 
junction with the University of Oklahoma Medical 
School, sponsor the above seminar, sponsorship, in this 
instance, meaning to underwrite this course for an 
amount not to exceed $500. 


Medical School Liaison Committee 


The Medical School Liaison Committee assisted the 
Postgraduate Education Committee in working out the 
details of the above mentioned postgraduate courses. 
Cooperation by the Medical School representatives was 
excellent and it is believed that relations between the 
School and the Association have been strengthened in 
this regard. 


American Medical Education Fund 


Though no formal committee has been appointed, the 
activities of this Association in support of the AMEF 
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have been bequeathed to this Council. Suffice it to say 
that although no specific campaign was held this year 
on a state-wide basis, through the efforts of individual 
physicians and the Women’s Auxiliary, the total con- 
tributions from this Association reached a new high, 
with $2,478.06 contributed from 95 donors as contrasted 
to $1,602.50 from 66 donors the year before. In the 
correspondence files of this Council are plans which 
may be utilized to provide more active support to the 
AMEF in the coming year. 


Recommendation 


That a formal committee be appointed for the purpose 
of continuing the support of this worthy fund. 


COUNCIL ON PUBLIC POLICY 
James W. Kelley, M.D., Chairman 


State Legislative Committee 


During the past year, the activities of the Council 
have been primarily devoted to the field of federal leg- 
islation, since there has been no occasion for meetings 
of the State Legislative Committee, inasmuch as the 
Oklahoma State Legislature has not been in session. 
However, it is contemplated at the moment that the 
State Legislative Committee will recommend two meas- 
ures to the next Legislature: (1) A Medical Examiner 
System to replace the County Coroner System in unex- 
plained deaths. (2) A bill that would relieve the phy- 
sician of public liability when he serves in an emer- 
gency manner on persons other than his own patients. 


Grievance Committee 


The Grievance Committee has continued its work, 
but during the past year there have been only five cases 
for its consideration and, with the possible exception 
of one case, the committee believes that its services 
were satisfactory. 


Federal Legislative Committee 


Obviously the past year has been devoted principally 
to Forand-type legislation. The Forand Bill (H.R. 4700) 
was refused favorable consideration by the House Ways 
and Means Committee by a vote of 17-8. Following this 
action, information was received that Senator Smath- 
ers of Florida was considering introducing compromise 
legislation whereby the Federal Government would also 
participate in medical and hospital care for the needy. 
According to the best information available, the plan 
would ask that three changes be made in regulations 
concerning the use of federal matching funds in state 
medical care programs. 


The Changes Are As Follows: 


1. Federal matching funds for state medical care 
programs (such as the one currently operated in Okla- 
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homa by the Department of Public Welfare) should not 
be limited to categories of the needy sick, such as the 
blind or aged, but should be available to be used in 
providing medical, hospital and nursing home care, and 
drugs for all those in need of the care, as locally deter- 
mined, without the means of providing it for themselves. 


2. Federal matching funds for state medical care 
programs for the needy sick should be appropriated and 
administered at the federal and state levels separate 
from funds used for subsistence programs. The prac- 
ticing medical profession should have a_ responsible 
position in the planning and management of these med- 
ical programs—which can best be done through state 
agencies that are under the direction of medical doctors. 


3. The local, or county, governments should be per- 
mitted to voluntarily participate in the matching fund 
program to provide medical care for the needy sick, 
just as states may voluntarily participate in the fed- 
eral matching program. Such a system would encour- 
age community interest and responsibility in providing 
this care. Thus, states will be encouraged to develop 
their individual programs for hospital and medical care 
of the needy sick, rather than creating new, national 
legislation which would not be tailored to local needs. 


It is reported that the philosophy behind such a 
proposal was that Washington observers felt that some 
sort of national legislation is inevitable, and that the 
Smathers plan would be more palatable than a medical 
care program for the aged which would be affixed to 
the Social Security System. 


After much discussion the Federal Legislative Com- 
mittee, at a recent meeting, approved the following 
recommendation: “If an established need for additional 
federal health care for persons over 65 is determined, 
then the following principles are recommended: That 
the qualified aged of Oklahoma, as determined by an 
effective, enforceable means test, receive health care, 
on a voluntary basis by counties, through a program 
to be administered by the Oklahoma State Health De- 
partment and by the medical profession.” 


Of additional interest to the profession is the Smath- 
ers-Morton-Keogh-Simpson Bill (H.R. 10). This bill has 
passed the House of Representatives and is now in the 
Senate Finance Committee, where Senator Robert S. 
Kerr is the second ranking member. Senator Kerr has 
recently surveyed several professional groups in Okla- 
homa as to their attitude to this proposal and it is be- 
lieved that Senator Kerr will be helpful in attempting 
to bring the bill before the Senate for a vote. 


A new development has also presented itself with 
regard to compulsory social security for physicians. 
The House Ways and Means Committee has recently 
proposed that physicians be included under the Social 
Security Act. 


The American Medical Association House of Dele- 
gates and the vast majority of state medical societies 
have historically opposed participation in social insur- 
ance plans and your Council believes that physicians 
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of Oklahoma are still opposed to being brought into + 
program on a compulsory basis. 


Some general observations concerning trends in ; 
ernment show that there appears to be grave dange: 
the United States bankrupting itself within the re 
decade, particularly if the present trend in spenc : 
continues. 


Much of the criticism leveled at the medical pro‘es- 
sion is a result of the effects of inflation, and we ar 
but an incidental target of an irate public that is ¢et- 
ting squeezed in the inflationary whirl. 


As an example, the real villain of the elderly is ini‘a- 
tion; inflation brought about by the United States Con- 
gress and its fiscal irresponsibility. Now, Congress is 
looking for a scapegoat and we have been elected 


The purchase of medical care through additional tax- 
ation will only temporarily relieve the symptoms of 
the impoverished aged; it will not only fail to correct 
the cause, but will provide momentum to deficit spend- 
ing and its concomitant, worthless money. 


In attempting to solve all of the “‘social ills” of the 
country through additional legislation, Washington con- 
tinues to make matters worse. It must be recognized, 
before it is too late, that the frantic pursuit of brush 
fires, as evidenced by Forand-type legislation, will 
never reverse basic trends. And the inflationary trend 
today is one of dire forebodings for Americans of all 
ages, and, indeed, for the future of our nation. 


Physicians have a moral obligation to keep them- 
selves well-informed in governmental affairs, and a 
responsibility to assume roles of leadership in returning 
government to the people. 


Your Council hopes that the coming year will show 
evidence of even greater effort on the part of the med- 
ical profession to discharge these responsibilities and 
obligations. 


Osteopathic Relations 


Your Council also had one other matter to come 
before it and this problem concerned a request from the 
Oklahoma State Osteopathic Association for a meeting 
to review inter-professional relations. The Council 
agreed that it would honor this request only if the Osteo- 
pathic Association would furnish an agenda well in ad- 
vance of the meeting in order that the problems to be 
studied could be known. This action of the Council has 
been communicated to the Osteopathic Association but 
no definite date has as yet been selected for the meet- 
ing nor has the Council received an agenda. It should 
be quite obvious to all that the Council would take no 
action without referring its ultimate recommendations 
to the House of Delegates. 


Federal Legislative Committee 


J. R. Stacy, M.D., Chairman 


During the past year, the Federal Legislative Com- 
mittee, consisting of Doctors J. Hoyle Carlock, Tom 
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ord, Clinton Gallaher, Worth Gross, Bill Harsha 
Paul Lingenfelter, has been quite active in its 
ts to inform Oklahoma physicians and others re- 
ing key legislation of particular significance to the 
ical profession. 


was first necessary to achieve effective organiza- 
so that the individuals, the cities and the counties 
1 be well-informed and their opinions well-repre- 
d in the nationwide network of coordinated activity 
h was being sought by the Field Service Division 
e American Medical Association. 


» organization was basically developed by the geo- 
hie distribution of committee members, to the ex- 
that each physician on the state committee repre- 
-d one of Oklahoma’s Congressional Districts. Each 
ician on the committee was armed with a Legisla- 
Notebook and placed on the American Medical 
ciation’s mailing list for follow-up information. 


ie individual members of the committee, in turn, 
blished their own network of communication through- 
the counties of their respective Congressional Dis- 
s. Not only were their activities to be directed 
ird members of the profession, but they were also 
vuraged to solicit the interest and support of other 
iness and professional groups, as well as from indi- 
uals of all walks of life. Ideally, the broad objective 
to use medical leadership to arouse the public as a 
vnole in the affairs of American Government, to the 
that some degree of representative government 
‘ht be reclaimed from planners at the federal level. 


‘he committee accomplished moderate success in its 
ambitious undertaking. 


\mong the federal bills receiving special attention 
during the past year were the Forand Bill (H.R. 4700), 
and the Smathers-Mroton-Keogh-Simpson Bill (H.R. 10). 


Forand Bill 


[he appeal for tax-paid medical care for the aged, 
as represented by the Forand Bill, has fulminated dur- 
ing this session of Congress, even more so than during 
the closing days of the preceding Congress last summer. 


On both occasions of crisis when the House Ways and 
Means Committee held public hearings on H.R. 4700 
(July, 1959 and February, 1960), the committee was 
extremely successful in marshalling hundreds of letters 
to Washington. The results of such typical reaction on 
a national scale brought about the demise of the Forand 
Bill both times; the last time by a 17-8 vote of the 
House Ways and Means Committee. 


In addition to disseminating information and soliciting 
support through personal correspondence, the OSMA- 
Scope and the Journal, numerous meetings have been 
coordinated by members of the Federal Legislative 
Committee; Oklahoma’s Congressional Delegation was 
hosted at breakfast in Washington, D. C. last spring; 
physicians of the First Congressional District have 
had encouraging meetings with Representative Page 
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Belcher; Representative Toby Morris of the Sixth Con- 
gressional District has met with physicians and others 
in Lawton; and, informal and formal meetings have 
been held with other Representatives and Senators 
throughout the year. 


Members of the committee have made scores of 
speeches before a great variety of groups over the 
State. Much support for our position against the Forand 
Bill has been achieved in this laborious manner. 


The Federal Legislative Committee also held an im- 
portant meeting with the leaders of other state organi- 
zations such as the Farm Bureau, insurance associa- 
tions, related health organizations and other business 
and professional groups. Many of the organizations 
present responded by initiating activities of their own 
in combatting Forand-type legislation. 


Committee members have been unusually successful 
in receiving editorial support from several key news- 
papers over the state, including the metropolitan press 
of Tulsa and Oklahoma City. 


In summary, Oklahomans have played an important 
role in defeating the Forand Bill twice during the last 
year. 


Despite moderate effectiveness, the threat of Forand- 
type legislation is still imminent. Most presidential 
candidates are on record as favoring some sort of bill 
providing health care for the aged, and it appears that 
all candidates will develop such proposals in the near 
future. The Democratic Party has endorsed the prin- 
ciples of providing a legislative solution for furnishing 
health care to the aged, and the Republicans are wav- 
ering in their support of voluntary enterprise as the 
system of choice. 


The pressure of the A.F. of L.-C.I.0. and the political 
expedience of courting the old folks during an election 
year portend a continuing fight ahead. It is virtually 
assured that strong efforts will be made by both parties 
to at least achieve compromise legislation during this 
session of Congress. 


At an Easter Sunday meeting of the Federal Legisla- 
tive Committee, an informal proposal by Senator Smath- 
ers of Florida was read and discussed. It was reported 
that the Florida State Medical Association had tenta- 
tively approved the Smathers plan. 


According to the best information available, the plan 
would ask that three changes be made in regulations 
concerning the use of federal matching funds in state 
medical care programs. 


1. Federal matching funds for state medical care 
programs (such as the one currently operated in Okla- 
homa by the Department of Public Welfare) should not 
be limited to categories of the needy sick, such as the 
blind or aged, but should be available to be used in 
providing medical, hospital and nursing home care, 
and drugs for all those in need of the care, as locally 
determined, without the means of providing it for them- 
selves. 
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2. Federal matching funds for state medical care pro- 
grams for the needy sick should be appropriated and 
administered at the federal and state levels separate 
from funds used for subsistence programs. The prac- 
ticing medical profession should have a_ responsible 
position in the planning and management of these medi- 
cal programs—which can best be done through state 
agencies that are under the direction of medical doctors. 


3. The local, or county governments should be per- 
mitted to voluntarily participate in the matching fund 
program to provide medical care for the needy sick, 
just as states may voluntarily participate in the federal 
matching program. Such a system would encourage 
community interest and responsibility in providing this 
care. Thus, states will be encouraged to develop their 
individual programs for hospital and medical care of 
the needy sick, rather than creating new, national legis- 
lation which would not be tailored to local needs. 


It was reported that the philosophy behind such a pro- 
posal was that Washington observers felt that some sort 
of national legislation is inevitable, and that the Smath- 
ers plan would be more palatable than a medical care 
program for the aged which would be affixed to the 
Social Security System. 


After much discussion the Federal Legislative Com- 
mittee approved the following recommendation: ‘‘If an 
established need for additional federal health care for 
persons over 65 is determined, then the following prin- 
ciples are recommended: 


“That the qualified aged of Oklahoma, as determined 
by an effective, enforceable means test, receive health 
care, on a voluntary basis by counties, through a pro- 
gram to be administered by the Oklahoma State Health 
Department and by the medical profession.”’ 


Smathers-Morton-Keogh-Simpson Bill 


Commonly referred to as the Keogh Bill, this nine- 
year-old effort to achieve tax equity for the self-em- 
ployed is enjoying a good chance for passage, although 
it is quite likely that it will be modified to some extent. 


As originally proposed, the Keogh Bill (H.R. 10) would 
allow for the self-employed to defer income tax on an 
annual set-aside of $2,500, or 10% of income, whichever 
is less, up to a lifetime maximum of $50,000. 


The Treasury Department has reportedly objected on 
the basis that such liberal treatment for the self-em- 
ployed is in itself discriminatory. Efforts are being 
made at the national level now to effect a modification 
that will satisfy the Treasury Department without neu- 
tralizing the intent of the bill. 


Your committee has repeatedly appealed to the mem- 
bership for letters to their Representatives and Sena- 
tors in support of this bill. Senator Kerr, the second- 
ranking member of the Senate Finance Committee, 
wherein the bill now rests, has recently surveyed sev- 
eral professional groups in the state to test their atti- 
tudes toward the original legislation, as well as toward 
the compromise. 


A continuing effort must be made to get this bill out 
of committee and to the floor of the Senate. 
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Compulsory Social Security 


A recent action by the House Ways and Means C. m- 
mittee purposes compulsory inclusion of physic’ \ 
under the Social Security Act. The Administration 
previously recommended that physicians be covered 
the program. 


The American Medical Association House of Deleg: 
and the vast majority of state medical societies h 
historically opposed participation in social insuran < 
In addition, there is a growing awareness outside 
profession, among businessmen and other conserva 
elements of our nation, of the socialistic nature < 
inequities of the Social Security program. 


Although some older physicians would persona:'y 
profit by participting in this scheme, it would only occur 
at the expense of coming generations. Younger phy si- 
cians could obtain two to four times the security p:o- 
vided by Social Security through voluntary, private in- 
vestments of many sorts. 


Actually, the older age group of physicians would 
benefit very little when it is considered that over 50% 
of physicians who retire do so after the age of 74. A 
survey shows that more than 85% of the doctors be- 
tween the ages of 65 and 72 are in active practice and 
could not draw benefits because their annual incomes 
would exceed the maximum allowable. 


Your committee believes that physicians are suffi- 
ciently intelligent to more adequately provide for their 
own security. 


General Observations Concerning Trends in 
Government 


There appears to be grave danger of the United 
States bankrupting itself within the next decade, par- 
ticularly if the present trend in spending continues at 
the present rate. 


Much of the criticism leveled at the medical profes 
sion is a result of the effects of inflation, and we are but 
an incidental target of an irate public that is getting 
squeezed in the inflationary whirl. 


As an example, the real villain of the elderly is infla- 
tion; inflation brought about by the United States Con- 
gress and its fiscal irresponsibility. Now Congress is 
looking for a scapegoat, and we have been elected. 


The purchase of medical care through additional taxa- 
tion will only temporarily relieve the symptoms of the 
impoverished aged; it will not only fail to correct the 
cause, but will provide momentum to deficit spending 
and its concomitant, worthless money. 


In attempting to solve all of the ‘‘social ills’ of the 
country through additional legislation, Washington con- 
tinues to make matters worse. It must be recognized, 
before it is too late, that the frantic pursuit of brush 
fires, as evidenced by Forand-type legislation, will 
never reverse basic trends. And the inflationary trend 
today is one of dire forebodings for Americans of all 
ages, and, indeed, for the future of our nation. 
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‘hysicians have a moral obligation to keep them- 
es well-informed in governmental affairs, and a 
onsibility to assume roles of leadership in returning 
ernment to the people. 


our committee hopes that the coming year will show 
lence of even greater effort on the part of the medi- 
profession to discharge these responsibilities and 
gations. 


PORT OF THE COUNCIL ON SOCIO- 
ECONOMIC ACTIVITIES 
Mark R. Johnson, M.D., Chairman 


iis Council, established by the House of Delegates 
ts annual convention, April 1959, consists of the fol- 
ng committees: 


ommittee on Prepaid Medical Care, Henry T. Rus- 
sell, M.D., Chairman 


ymmittee on Labor and Miscellaneous Third Party 
Programs, Joe L. Duer, M.D., Chairman 


ommittee on Occupational Health, Charles M. 
O’Leary, M.D., Chairman 


ommittee on Medical Care Program for Public Wel- 
fare Recipients, Mark R. Johnson, M.D., Chairman 


. single, short, sad and tired word forms the basis 
this report: Apathy. 


\s constituted, the Council held no meeting of the 
various committee chairmen. The Council chairman 
did not call a meeting, and had he done so perhaps the 
attendance would have been 100 percent—perhaps. The 
chairman failed to call a meeting because he was—well, 
busy; busy practicing medicine; busy attending meet- 
ings; busy raising a family; busy paying taxes; busy 
writing a thousand reports and more. He didn’t call 
one because he was tired. Tired in many ways, but 
also tired of trying. Tired of trying to impose another 
meeting, and another trip on his tired and busy col- 
leagues. Undoubtedly the most important reason that 
no meeting was called is simply no meeting was re- 
quired. It was something that could be put off until 
tomorrow and all the other hundred things had to be 
done today. Pressure produces apathy, too. It be- 
comes a sort of defense mechanism, resistance against 
further pressure. Passive resistance true, but resistance. 


The chairman of the Committee on Prepaid Medical 
Care cites a rather alarming example of apathy in our 
association. Utilization rates are spiraling along with 
unit costs in the ‘‘Blue Plans.” In an attempt to get 
some ideas concerning the cause of the over-utilization, 
the Committee wrote letters to the presidents of all 
county societies where an increased utilization had ap- 
peared in the past year. They were requested to com- 
ment and give their thoughts as to why utilization was 
increasing in their areas. Result? Not a single reply. 
Not even an acknowledgment of the letter. Thus it is 
recommended that a special committee be formed to 
study the causes of over-utilization of pre-paid medical 
care plans. It is recommended that such committee 
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should be authorized to study the Blue Cross and Blue 
Shield records if such is agreeable by that organization. 


Dr. Duer reports for the Committee on Labor and 
Miscellaneous Programs and observes that ‘‘organized”’ 
medicine seems to be making no headway whatsoever 
against organized labor. Who has even seen an apa- 
thetic union organizer? Dr. Duer states that his com- 
mittee has observed a need for complete re-evaluation 
of the individual and collective policies of the medical 
profession. Specifically this should be directed toward 
achieving uniformity in our relationships with ‘‘third 
party” health programs in general. Here then, a con- 
solidation is recommended in contrast to the separation 
cited above. 


More prime examples of apathy come from the Wel- 
fare Medical Care Committee. Last year each county 
society was asked to poll its membership and express 
its favor or disfavor of the establishment of a ‘‘Central 
Trust” which could receive contributions from physi- 
cians who did not want payment for services rendered 
welfare patients. Two replies were received. Since 
the institution of the Medical Care Program, physicians 
have been urged to enter their ‘usual fees’ in the 
appropriate spaces on welfare claims. This information 
is of vital importance both to us and our profession. 
Knowledge of such sums would make it possible now 
to say how much free medical care was rendered in 
this program. Result? So few entries that they are 
statistically without merit and thus we have no valid 
reply to the ingrate who asks, ‘‘well you got paid fer 
it didn’t you?” 


Perhaps it is time someone comes up with a sugges- 
tion to strengthen and preserve our own Association. 
As a committee can serve no purpose without meeting, 
an association cannot survive without attendance. Isn’t 
it somewhat appalling to realize that it would be pos- 
sible to elect a State President who has never attended 
a single county or state meeting? Perhaps there should 
be attendance requirements as a prerequisite for nomi- 
nation. Perhaps there should be a nominating com- 
mittee which would examine qualifications and add 
some order to the selection and announcement of can- 
didates. Perhaps, too, there should be a requirement 
that each component society send minutes of its meeting 
together with signed attendance rosters to the state 
association. Isn’t it somewhat frightening to realize 
that we ask our president, our spokesman, our public 
representative to forsake his practice without remunera- 
tion, to abandon his family without comfort and to 
espouse our interests without support? Contrast this 
picture with the leaders, our adversaries: the labor 
unions, the bureaucrats, the welfare trust. Perhaps we 
should see to it that an honorarium of real substance 
be awarded to our elected president in order that he 
may fight our battles and strengthen our organization 
in a much more direct and dignified way. And perhaps 
we should hire some help not quite so tired, not quite 
so busy, not quite so apathetic. People can write letters, 
make speeches, consolidate committees, prepare re- 
ports, evaluate statistics; it is quite apparent that prac- 
ticing physicians cannot. Do we need to do something? 
Will we do anything? 
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Report of Committee on Medical Care 
For Recipients of Public Welfare 
Assistance 


April 15, 1959 through April 15, 1960 


Committee Organization 


Mark R. Johnson, M.D., Chairman, Oklahoma City 
George H. Garrison, M.D., Oklahoma City 

E. M. Gullatt, M.D., Ada 

Thomas E. Rhea, M.D., Idabel 

Richard Burgtorf, M.D., Shattuck 

E. H. Shuller, M.D., McAlester 


Formal committee meetings were held on two occa- 
sions, June 17, 1959, and November 12, 1959. The com- 
mittee was duly constituted, and a quorum was present 
at each meeting. The elected chairman presided. 


At the end of its second fuil year of operation, the 
Welfare Medical Care Program faces looming financial 
difficulties. From July 1, 1959 through February 29, 
1960, slightly more than $4,100,000 was paid on hospital 
and physicians claims. Additional claims for nursing 
care, rendered both in nursing homes and in recipients’ 
own homes, for ambulance services and blood bank pay- 
ments, have contributed to the total cost of $9,862,000 
during the eight month period. Approximately 120,000 
claims were paid with these funds. During a similar 
period of time in 1958-1959, the program had cost 
$9,700,000 in payments on 140,000 claims. Payments to 
physicians have averaged $50.23 per claim compared 
to $50.80 per claim last year. During the current report 
period, the average hospital stay was 8.45 days com- 
pared with 9.4 days last year. All of this seems to 
speak well for the group and individual efforts made to 
direct and regulate the program. Nursing care costs 
have continued to rise, however, as the population of 
this recipient category increases. The statistical clue 
to the mystery of the financial difficulties is found in 
the number of claims honored and the number of recip- 
ients carried on the rolls, eligible for the benefits of 
the medical care program. This is shrinking and will 
continue to do so, gradually decreasing the total income 
to the program. Simply stated, when the number of 
paying policy holders decreases and the underwriting 
cost continues unchanged, the day of bankruptcy is 
forthcoming. 


Commonly, financial difficulties can be resolved in 
two ways; by increasing the income or decreasing the 
expenditure. Since the medical care program operates 
on a fairly fixed income, formula (fluctuating with the 
energy or lethargy of business and sales tax revenue) 
virtually nothing can or should be done in an effort to 
pirate a greater income. Consequently, attention is 
now being directed to some curtailment of expenditures, 
specifically in the physician-hospital category. (All of 
us have been and will continue to be urged to promote 
the soundness and economy of the program by cooper- 
ating with the spirit of the regulations governing it. It 
is apparent beyond the shadow of any reasonable doubt 
that some physicians misunderstand, misapply, or com- 
pletely disregard the limitations of a just and appro- 
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priate claim. When our Association agreed to endor: 2 
this program, it did so with a clear understanding that 
we would when and if necessary monitor our own mer:- 
bership. 


Last May, two hospitals in the state were visited bv 
teams representing the Welfare Medical Care Progran 
in an effort to study the causes of excessive utilizatio 
rates. Last week, in accordance with established ar 
approved policies adopted by this Association, the firs: 
case involving physician misapplication of the progra: 
was referred from the Professional Advisory Committ: 
to the Grievance Committee of the State Associatioi 
Thus, two slightly cumbersome and distinctly unplea 
ant regulatory procedures have been put into effec 
Others can follow. If our own internal efforts fai, 
outside efforts are bound to follow, accompanied b 
acrimonious publicity, protests of persecution and 
charges of fraud. If we do not meet with success in 
our efforts to stay within the spirit of program, we 
will in shortsighted resentment revoke our endors¢ 
ment, admit our failure and turn a tribute into con 
demnation. 


During the report period certain changes have occur- 
red in the program: 


On July 1, 1959, Senate Bill 20 became effective and 
in substance transferred the Crippled Children’s Pro- 
gram to the Department of Public Welfare. This trans- 
fer did not effect the fundamentals of the Medical Care 
Program, however, as the State Medical Association 
has not endorsed payment of physicians claims for 
services rendered children. In September certain pro- 
cedures involving oral surgery were approved and 
added to the medical care program. On October 15, 
1959, the professional advisory committee to the Depart- 
ment of Public Welfare meeting in regular session ap- 
proved the establishment of a claim category for nurs- 
ing care in the home to be rendered the adult recipients 
of ADC funds. In substance this provided for the pay- 
ment of nurses and/or attendants who are necessary 
to care for either of the parents of dependent children 
in the event of home confining illnesses. This extension 
gives the parents of dependent children a program 
which is more nearly identical to the one provided old 
age recipients. The medical representatives of the 
Professional Advisory Committee spoke and voted 
against the motion, but it carried with the support of 
the majority. It should be pointed out that this exten- 
sion will not increase the current financial problems 
of the program since the funds for payment of claims 
in this category will come from ADC premiums which 
are at present in surplus. Premiums received from 
ADC payments can by legal interpretation be expended 
only in the purchase of services and goods for eligible 
persons in that category. Thus, they cannot be trans- 
ferred to the old age, blind or disabled group funds for 
distribution or medical care payment. In November a 
new form regarding need for nursing care in the recip- 
ients own home was prepared and distributed by the 
Department of Public Welfare. It is hoped that the 
proper execution of this form by recipients and attend- 
ing physicians will expedite appropriate care and re- 
lieve the physician of the burden of decision. Also in 
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vember the scope of the medical care program for 
iit recipients in the ADC category was broadened to 
mit treatment which might reasonably be expected 
restore such persons to a state of health, which would 
| toward self care, self support, and the mainte- 
ce and strengthening of the family life; ultimately 
igned to shorten the ADC rolls. It may be of interest 
note that a pilot study has been carried out in 1958 
1959, resulting directly in the removal of 244 cases 
lightly less than 12 months. The closure of these 
es earlier than the average two and one-half years 
endency saved the Department approximately 
,000. Consequently, it is believed that this extension 
he medical care program is, to paraphrase, pound 
» and penny foolish. When the Oklahoma Public 
fare Commission initiated the pilot program for 
to Dependent Children’s parents in November 1958, 
stablished the regulation which states: ‘‘Eligibility 
not be considered established unless the incapaci- 
d parent accepts responsibility for carrying through 
treatment prescribed by the examining physician, 
vhatever point such treatment becomes available to 
. if the treatment is such that a reasonably pru- 
t man would accept, and may be expected to effect 
clients capacity for self-support.’”” This refusal to 
ept treatment may automatically start procedures 
emove that person from the rolls. 


our state committee on Medical Care for welfare re- 
ents was advised of the action taken by the Profes- 
ial Advisory Committee at its meeting on November 
1959. It unanimously supported a motion that we 
ord disapproval of Public Welfare payments for nurs- 
care in the homes of the ADC recipients. 


‘lans are being made to establish statistical analyses 

the various phases of the Medical Care Program. 
This project, which will create only negligible financial 
lemand, holds great promise and should obtain the 
support of every participant. In this connection it is 
pertinent to point out that most physicians fail to insert 
the amounts of the usual billed charges for the services 
rendered welfare cases. Appropriate space is provided 
on the standard claim and should be utilized by every 
physician in the state. This feature is of the utmost 
importance for it is in this way and only in this way 
that we can, as the months go by, learn the actual 
amount of free medical care which we provide in this 
program. Ultimately this will be our most valuable 
reply to critics accusing us of mercenarism, 

In reflecting upon past events and anticipating future 
events, it is apparent that a long road has been set 
upon so far, successfully. The steepest hills will be 
financial ones and the most important bridges will be 
built upon our own integrity. As we stand at this mile- 
stone with the eyes of at least a part of a Nation. watch- 
ing we must resolve to complete the journey. Through 
our participation in this program, we may recapture 
the support of the people and perhaps eventually climb 
out of the lengthening shadow of Federal medicine. 


COUNCIL ON INSURANCE 


Bruce R. Hinson, M.D., Chairman 


The Council is made up of two Committees: namely: 
Professional Liability, Ralph A. Smith, M.D., Oklahoma 
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City, Chairman, and Group Insurance, with E. C. 
Yeary, M.D., Ponca City, as the Chairman. 


It goes without saying that at the moment the interest 
of the profession more probably lies in the field of 
Professional Liability in view of recent publicity in this 
field. 


As an introduction to the subject of Professional Lia- 
bility, your Committee would like to advise the House 
of Delegates that of approximately 1625 members of the 
Association, 1388 are participating in the Association 
liability program. 


Professional Liability Committee 


The Professional Liability Committee met with repre- 
sentatives of the St. Paul-Mercury Insurance Company, 
the insurance carrier for the Association, on April 21 
for a discussion of the rate structure as it pertains to 
the loss ratio. 


Representatives of the Company gave a detailed re- 
port of this experience, since the inception of the pro- 
gram in 1952, which is as follows: 


PREMIUM COSTS 


1952 Physicians $52.00 
1959 Physicians 54.00 
1960 Physicians _ 67.50 
Total 
Premiums Physicians $443,409 
Losses Physicians $215,847 
Ratio of Losses to 
Premium Physicians .487 


Surgeons $ 52.00 
Surgeons 81.00 
Surgeons 141.75 


Surgeons $832,573 
Surgeons $658,169 


Surgeons .791 


The combined premium of physicians and surgeons 
is thus $1,275,982, and the combined losses $874,016, with 
an average ratio of .685. 


From these figures it is quite obvious that rates for 
doctors of medicine who are doing surgery will increase 
approximately 64% at the time of their premium paying 
date, after the increase goes into effect, while the rate 
for physicians doing no surgery will remain the same. 


Under these circumstances it would only be natural 
to inquire if professional liability insurance could be 
purchased cheaper elsewhere. For the information of 
the House of Delegates, even with this increase in 
rates to surgeons, the St. Paul rates are 7.5% under 
those of the Bureau Companies. 


Your Committee and Council, after considering all of 
the factors involved in the Public Liability field, both in 
Oklahoma and the nation as a whole, feel that the 
efforts of the St. Paul-Mercury to cooperate with the 
Association in holding down and defending claims is 
most meritorious. 


Oklahoma Medical Association Professional 
Liability Program 


Inception of Program—June, 1952 


Number of Active Members—1,625 
Number of Participating Members—1,388 
Participation—85.4% 
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3. Oklahoma Rate History Since Inception of Program: 
$10,000-$30,000 Limits Minimum 


St. Paul Bureau 
Phys. Surg. Phys. Surg. 


(A) At Inception of 
Program $52.00 $ 52.00 $50.00 $75.00 
(B) St. Paul Increase 
June 15, 1956 54.00 


(C) Increase 
May 9, 1957 67.50 


(D) Bureau Change 
December 2, 1959 50.00 105.00 54.00 130.00 


(E) On January 5, 1960, St. Paul Decreased Partnership 
Charge and Lowered Rates for X-Ray and Shock 
Therapy. 


Present St. Paul rates are 7.5% below Bureau for Phy- 
sicians and 19.2% below for surgeons. 


4. Experience Exhibit 


Written Physicians Written Surgeons 

Prem- Incurred Prem- Incurred 

iums Losses Ratio iums Losses Ratio 
1952 $ 42,354 $— — $ 4,969 $— — 
1953 53,894 32,698 .61 36,299 1,440 
1954 53,766 22,290 .42 41,852 37,598 .90 
1955 57,302 65,174 1.14 51,033 53,506 1.04 
1956 41,383 15,924 .39 79,822 72,124 
1957 59,744 19,579. 179,044 62,338 
1958 59,447 25,205 203,008 76,278 
1959 64,656 28,253 x. 192,429 115,355 
*1960 14,863 6,724. 44,117 239,530 








Total $443,409 $215,847 $832,573 $658,169  .791 


*3 Months 


Physicians and Surgeons Combined 


Written Incurred 
Premiums Losses 
1952 $ 47,323 $— 
1953 90,193 34,138 
1954 95,618 59,888 
1955 108,335 118,680 
1956 121,205 88,048 
1957 234,788 81,917 
1958 262,455 101,483 
1959 257,085 143,608 
*1960 58,980 246,254 


Total $1,275,982 $874,016 


*3 Months 
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5. Outstanding Reserve Analysis (End of Year) 
Year Oklahoma 
1952 $— 
1953 27,700 
1954 70,950 
1955 140,700 
1956 160,550 
1957 95,900 
1958 116,200 
1959 178,400 
April 1 1960 $398,269 
6. Proposed Rates 
Present Proposal 
St. Paul St. Paul Burez.: 
Physician $ 67.50 $67.50 $ 72.9 
Surgeon 105.00 172.80 
Additional Charges: 
(1) X-Ray Therapy 50.00 50.00 
(2) Shock Therapy 50.00 50.00 
(3) Employed Physicians 12.50 12.50 
(4) Employed Surgeons 26.50 32.00 
(5) Employed Laboratory 
Technicians ‘ 5.00 
(6) Employed X-Ray 
Therapy Technicians 13.00 
Partnership Liability % 20% 
X-Ray Therapy by 
Employed Physician 
and Surgeon 
Shock Therapy by 
Employed Physician 
and Surgeon 12.50 12.50 


Group Insurance Committee 


The Group Insurance Committee supervises the Health 
and Accident and Life Programs. 

Both of these programs have operated most success- 
fully. The Life Group, with the Massachusetts Mutual 
Life Insurance Company, has been in effect since 1956. 
During this time the Trust has collected $254,599.95 in 
premiums and paid out 14 claims in the amount of 
$225,000.00. The program covers 461 members of the 
Association. During the initial enrollment period all 
members under 65 years of age were eligible without 
evidence of insurability. This provision is true now 
for all new members if application is made within 31 
days after becoming a member. Any member under 
age 65 is eligible at any time upon evidence of insur- 
ability. 

The Health and Accident Program has a truly out- 
standing record for its first year of operation. The 
report for the first year given to the Committee by 
the insurance carrier, The North American Company, 
shows that 966 members are enrolled in the program. 
Premiums collected amounted to $116,684.71, and paid 
out in claims, $28,801.39. If this excellent experience 
can be continued for a year or two, it is quite obvious 
that there can be either a reduction in premium or an 
extension of benefit. 

There has been inquiry made by some members con- 
cerning an Association program for overhead expense 
coverage. This field will be explored by the Committee 
in the near future. 
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